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Athlete’s foot is caused by fungi invading the 
horny, keratinized layers of the skin not 
reached by the normal blood supply. Topical 
application of DESENEX, a combination of zinc 
undecylenate and undecylenic acid, brings 
these powerful antifungal agents into direct 
contact with troublesome fungi and quickly re- 
lieves —and arrests —the annoying condition. 

Hundreds of thousands of athlete’s foot in- 
fections have been arrested by topical treat- 





ment with DESENEX, among the best tolerated 
of all potent fungicidal agents. 

And DESENEX is inexpensive—only pennies 
per treatment: DESENEX Ointment can be ap- 
plied liberally to both feet every night for a 
week and a half from only a single tube. Itching 
and discomfort are stopped almost immedi- 
ately. DESENEX is also recommended for treat- 
ment of other susceptible fungus infections of 
the skin and nails. 





Dosage: At night, supply Ointment liberally to infected 
and surrounding areas. In the morning, rub or shake 
powder into the shoes and feet. 

Supplied: Ointment—1 oz. tubes and 1 Ib. jars. Powder 
—1% oz. and 1 Ib. containers. Solution (Undecylenic 
acid)—2 fl.oz.and1qt. bottles. Aerosol Spray—6 0z.cans. 
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CUSHION HEEL 
SUPPORT 


CUSHION ARCH 
SUPPORT 


Glove-soft, lightweight uppers patterned for com- 


fort fitting. Cushioned support from heel to toe. 


Your patient will be delighted 
when you prescribe these new 
unique “Kush-n-arch” casuals. 
Musebeck has put all the basic 
comfort features into this foot 











MUSEBECK SHOE COMPANY - forest and Westover — Oconomowoc, Wisconsin 


American 
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WEDGE SUPPORT CUSHIONED OUTSOLE 


Cork platform 1%” thick cushions and supports. 
Wedge insole for inner longitudinal support. 
Outsole %4” cushion crepe. Will accept ac- 
commodations. 


supporting shoe without sacrific- 
ing smart style. The doctor gets 
what he wants—the patient likes 
what she wears. 


COLORS: white 
black, smoked elk. 
Widths 4A, 3A, 
2A, A, B, C and 
D available in 
sizes 4'/2 to II; 
(Moderately 
Priced). 
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for relief of intermittent claudication 
of peripheral vascular disease 
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myo- —s -vascular relaxant 


increases deep peripheral circulation by direct action 
...without troublesome side effects 








examihation Of postexereéls 


SIMPLE OFFICE TEST* EXPEDITES TREATMENT 
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A recent report* shows 
that peripheral arterio- 
sclerosis as a cause of in- 
termittent claudication 
is frequently overlooked 
because early in the dis- 


a 
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ge ease the patient may 

es have adequate pedal 

/ pulses if he is examined 
only at rest. 





Palpating pedal pulsation 
at rest. 


In 18 patients with fatigue, aching or severe leg 
cramps, all of whom had readily palpable pedal 
pulses at rest, DeWeese* demonstrated disappear- 
ance of these pulses following sufficient exercise to 
bring on pain. In his test, patients ran in place at 


140 to 160 steps a min- 


ute until claudication 
occurred. A _ possible 
Exercising patient prior to post- 
exercise palpation of pulses. 





explanation of this phe- 
nomenon “...is based on 
the shunting of the in- 
sufficient blood supply to 
smaller, vasodilated ar- 
teries so that weakened 
pulsations are observed 
in the larger arteries.’’* 











Based on his findings, DeWeese recommends “‘...that 
an exercise test be performed on any patient with 


y symptoms suggestive of 


intermittent claudica- 
tion who has palpable 
Postexercise shunting of blood 
into dilated collaterals. 





pedal pulses [at rest], be- 
fore obstructive athero- 
sclerosis is ruled out asa 
cause of thesymptoms.”’* 








Awareness of this phe- 
nomenon, with routine 
performance of the ex- 
ercise test, will undoubtedly help increase early diag- 
nosis of peripheral vascular disease. Consequently, 
treatment can be instituted sooner, improving the 
likelihood of a favorable response to therapy. 





*DeWeese, J. A.: New England J. Med. 262:1214-1217 (June 16) 1960. 
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VASODILAN IS CLINICALLY EFFECTIVE” 


“Tsoxsuprine hydrochloride [VASODILAN] was ad- 
ministered orally for a median period of seven 
months to 46 patients suffering from arteriosclerosis 
obliterans. Objective improvement could be demon- 
strated in...[about 85 per cent] of these.’”! 


“Tsoxsuprine [VASODILAN] was used in the man- 
agement of arteriosclerosis obliterans in 46 pa- 
tients....”’ The average “maximal walking distance, 
measured in 41 patients, more than doubled...dur- 
ing isoxsuprine | VASODILAN] therapy....’" 


“With strictly a clinical office approach, isoxsuprine 
[VASODILAN] was used in the treatment of 100 
patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per 
cent of these patients.’”* 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE! 
In a study of 100 patients, “On an oral dose...no side 
effects have occurred.’ “With oral administration, 
there are no contraindications.’* “There were no 
significant side-effects...suggestive of the existence 
of contraindications.””! 


Contraindications: There are no known contraindications to 
oral administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately post- 
partum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypo- 
tension or tachycardia. Intravenous administration is not 
recommended because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness can 
usually be controlled by dosage adjustment. Single intramus- 
cular doses of 10 mg. or more may result in hypotension or 
tachycardia. 


Dosage and administration : Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.i.d.; I.M.—5 to 10 mg. b.i.d. or t.i.d. 


Supplied: 10 mg. tablets in bottles of 100; in 2 cc. ampuls con- 
taining 10 mg. (5 mg./cc.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, 
and clinical background of VASODILAN, see the brochure of 
this product available on request from Mead Johnson Labora- 
tories, Evansville 21, Indiana. 


References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 171:142-144 
(Sept. 12) 1959. (2) Kaindl, F.; Samuels, S. S.; Selman, D., and Shaftel, H.: 
Angiology 10:185-192 (Aug.) 1959. (3) Clarkson, I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June) 1960, 
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contact dermatitis 


from rubber cement 





« 
BEFORE 
TREATMENT same foot 3 days later after 6 
> applications of Chymar Ointment! 
3 DAYS 





LATER 


Chymar Ointm 


1. Walker, M. H.: The Therapeutic Use of a 
Corticosteroid-Antibiotic-Enzyme Ointment in 
Common Foot Lesions, to be published. 2. 
Lueas, R. D.: Current Podiatry (March) 1960. 
3. Streiker, F. B.: The Use of Chymotrypsin 
in Foot Orthopedics. Paper Presented ai the 
Annual Meeting, American Podiatry Associa- 
tion, Chicago, Illinois, August, 1960. 


Ay 
KANKAKEE, ILLINOIS 
Originators of Listica*® 
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in common 
foot lesions 


“Chymar Ointment contains ingredients that are specific 
and at the same time collective in their effect. It works 
against many skin conditions to control inflammation, to 
eliminate and prevent infection. and to clean wounds.” ! 

For example. in 380 patients with dermatologic foot 
problems* Chymar Ointment was 97.5% effective. Prompt 
relief of acute pain was achieved in most cases within 72 
hours and pruritus was controlled even faster. Inflamma- 
tion was reduced within 2 days... tenderness owing to 
edema in even less time.! A second report? concludes “that 
podiatric lesions treated with chymotrypsin ointment 
(Chymar Ointment) respond rapidly without noticeable 
side effects” and the ointment can “eliminate the necessity 
of adhering to routines that are either inadequate or per- 
haps too slow to make treatment worthwhile.” And finally. 
Streiker has used Chymar Ointment successfully in the 
management of diabetic. varicose and traumatic foot and 
leg ulcers. burns. a number of dermatoses including fungus 
infections and infected helomata.* 

Each gram contains: hydrocortamate HCl. 1.25 mg.: 
neomycin palmitate (as base) 3.5 mg.: proteolytic activity 
(provided by a concentrate of proteolytic enzymes from 
pancreas. e.g. chymotrypsin and trypsin) 10.000 Armour 
Lnits: in a- water-miscible ointment base. Available in 
1/6 oz. and 1% oz. tubes. 

*Tylomata, Helomata, Local Abscesses, Allergic Dermatitis, Inflamed 
Nail Grooves, Nail Removal, Heel Fissures, Ulcers, ete. 
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“A cool wet dressing correctly applied remains one of the most important modalities. 
Nothing affords such prompt and pleasing relief of the inflamed skin.””* 


Available from Dome... Six Modernized Wet Dressings to Meet Selective Needs 


* DOMEBORO® (pH 4.2) « SOYBORO™ (pH 4.5) * DALIDOME™ (pH 4.6) 
* CHAMO® (pH 5.5) * SOYALOID™ (pH 5.5) « VLEM-DOME™ 

For complete information, write for booklet, 

“6 Individualized Wet Dressings” 

*Combes, F.C.: Ind. Med. & Surg. 30:29-34 (Jan.) 1961. 


WET DRESSINGS 
BY DOME 





| puts out the fire of — | 
skin inflammation ! . 


- Domeboro Ga. -. 


WORLD LEADER IN 
DERMATOLOGICALS 
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eep active feet active with pHisoHex 


(antiseptic detergent with 3 per cent hexachlorophene) 
Good feet are vital to everybody. For athletes as well as for other patients, washing with pHisoHex 
instead of soap will improve foot care and help to prevent or control infection. It deposits hexachloro- 
phene “...as a semi-permanent film on the skin of frequent users,” creating, in effect, “antibacterial 
stockings.” When used frequently and exclusively, pHisoHex makes “...the skin’s surface virtually 
sterile in many cases....”” 





Use pHisoHex in whirlpool baths and for washing your own hands between patients; for patients with 


tinea pedis, podomycotic infections or onychomycosis; for daily foot care of patients with diabetes, 
vascular disease or bromhidrosis.** 


References: 1. Smylie, H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:606, Oct. 3, 1959. 
2. Medrek, T. F., and Litsky, W.: Surg. Gynec. & Obst. (Internat. Abstr. Surg.) 104:209, March, Jinithn 
1957. 3. Prazak, George; Ferguson, J. A.; Comer, J. E., and McNeill, Betty S.: J. South Carolina 
M. A. 56:23 (Abstr.), Jan., 1960. 4. Hendler, S. S.: J. Nat. A. Chirop. 44:57, June, 1954. 5. Ashur, 
M. E., and Guild, B. T.: J. Nat. A. Chirop. 44:19, June, 1954. 6. Hodges, F. T.: GP 14:86, Nov., 1956. 
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Extreme Supination Mild Supination 


Extreme Pronation 





There’s an Answer to Every Problem 


In the Edwards Shoe Line 


€dwards CorrecTreds for mild foot disorders and 
Pedics for severe disorders. These and other 
“specials” combine to make up the most complete 
line of special shoes available today. Long molded 
inside counters, steel shanks built into the soles, 
and special clinic-approved lasts for ample tread and 
toe room give Edwards the quality and value you 
demand. Pronation, supination, pigeon-toe, pre- or 
post-operative needs can all be answered by the 
€dwards line. Look over your local dealer’s stock. 
It’s a shoe you can recommend with confidence. Philadelphia 7, Pa. 









FREE 
Pedic Kit 


Yours on request, this kit contains: 
Wedge Chart, Pedicgraph, Prescription 
Pads, CorrecTred Folders, Pedic Bro- 
chures, Happy Feet Booklets. Write 
“Pedic Kit’’ Dept. B, on your letterhead 
to Edwards Shoes, 314 N. 12th St., Phila. 
7, Pa. 


on ‘eS. 

i Edwards 

: ‘} Pedic-Splint 
Developed by Edwards research, this 
night splint encompasses all principles 
desired for congenital foot disorder pre- 


scriptions. Weighs only 4 oz., from 6 to 
16 inches long. 
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Geritliquid 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5% 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 18860 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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Pennsylvania, Podiatry 
Society of 


Rhode Island 
Podiatry Society 

South Carolina Podiatry 
Association 

South Dakota Association 
of Chiropodists 

Tennessee Chiropody 
Association 

Texas, Chiropody 
Society of 


Utah Podiatry Association 


Vermont Chiropody 
Association 

Virginia, Podiatry 
Society of 

Washington State 
Podiatry Association 

West Virginia, Podiatry 
Society of 

Wisconsin State 
Podiatry 

Wyoming Podiatry 
Society 


(N.A.C.)—Mrs. 





Lawrence Namm, 50 Clark St., Brooklyn, N. Y. 

G. Hollander (Ex. Sec.), 30 Central Park, So., New York 19, N. Y. 
L. D. Abernethy, Jr., 503 Wilder Bldg., Charlotte, N. C. 
Robert L. Sprinkle, Stratford Medical Center, Winston-Salem, N. C. 
I. W. Cockrell, Five Kemper Block, Minot, N. Dak. 

Martha Kilander, P. O. Box 1805, Minot, N. Dak. 

Wallace L. Beylin, 1755 W. Market St., Akron 13, Ohio 

Lon H. Cooper, 346-352 Ohio Bldg., Sidney, Ohio 

J. E. Farmer (Ex. Sec.) , Fifty W. Broad St., Columbus. Ohio 
Earl Weibel, 1921 N.W. 23rd St., Oklahoma City, Okla. 

H. R. Johnson (Acting Sec.), 401 N. Beard St., Shawnee, Okla 
George McCauley, 4126 N. E. Broadway, Portland, Ore. 
William V. Wheeler, 405 High St., N. E., Salem, Ore. 

Paul Schneyer, 1413 W. Erie Ave., Philadelphia, Pa. 

Arnold W. Newman, 5411 Chester Ave., Philadelphia, Pa. 
George W. Thomas (Ex. Sec.) , 227 State St., Harrisburg, Pa. 
Edward L. Hochman, 452 Main St., Pawtucket, R. I. 

Leonard H. Lerner, 1045 Warwick Ave., Warwick, R. I. 
James D. Hill, 122 W. Whitner St., Anderson, S. C. 

H. A. McAninch, 169 Hall St., Spartanburg, S. C. 

Fred D. Rule, 204 Kresge Bldg., Sioux Falls, $. Dak. 

E. A. Laga, 303 Medical Arts Bldg., Watertown, S. Dak. 
Donald R. Skwor, 1306 Exchange Bldg., Memphis, Tenn. 


Buford M. Sanders, 1000 Hospital Dr., Tyler, Tex. 

J. Gordon Russell, Goodhue Bldg., Beaumont, Tex. 

C. J. M. Roesch (Ex. Sec.) , 407 Austin Savings Bldg., Austin, Tex. 
Lorin L. Richards, 837 East 21 South, Salt Lake City, Utah 

Blaine C. Grose, 5168 S. State St., Murray 7, Utah 

Gray S. Clark, 128 Merchants Row, Rutland, Vt. 

Regis P. Nolin, 230 S. Winooski Ave., Burlington, Vt. 

Herman Chapel, New Monroe Bldg., Norfolk, Va. 

I. Leonard Kaplan, 718 Court St., Portsmouth, Va. 

Heber H. Routh, 511 Fidelity Bldg., Spokane, Wash. 

Robert H. Armstrong, 409 General Insurance Bldg., Seattle 5, Wash. 
W. C. Baber, 204 Union Bank Bldg., Clarksburg, W. Va. 

G. A. Taylor, Ist Huntington Natl. Bank Bldg., Huntington, W. Va. 
Eugene V. Hurtienne, 2705 North 8th St., Sheboygan, Wis. 

Michel M. Addis, Med. Arts Bldg., 945 N. 12 St., Milwaukee 3, Wis. 
L. A. Catellier, 215 W. 18th St., Cheyenne, Wyo. 

Duane NeuSchultz, 2201 West A, Torrington, Wyo. 


AFFILIATED ORGANIZATIONS 
Helene Broun, 4916 No. Central Park, Chicago 25, IIl. 


Military Association of Podiatrists—Capt. John L. Charlton, Jr., D.S.C., Podiatry Clinic, Walter Reed Army 
Hospital, Washington, D. C. 
American College of Foot Surgeons—J. M. Kohl. 3959 No. Lincoln Ave., Chicago 13, Il. 
American College of Foot Roentgenologists, Louis P. Zulli, 1436 S. Broad St., Philadelphia 46, Pa. 
Chiropody Bibliographical Research Society—S. E. Reed, 425 Kresge Bldg., Des Moines, Iowa. 
American College of Foot Orthopedists—Jack Stern, 25 E. Washington St., Chicago 2, Ill. 
American Association of Hospital Podiatrists—Louis J. Arancia, 420-74th St., Brooklyn 9, N. Y. 
American Podiatry Students Association—Jerome Sheldon, 209 Eureka St., San Francisco, Calif. 
American Board of Chiropodical Dermatology—Joy E. Adams, Florida National Bank Bldg., St. Peters 
burg, Fla. 
RELATED 
Federation of Chiropody-Podiatry Boards—L. A. Hansen, 800 Professional Bldg., Kansas City, Mo. 
American Association of Colleges of Chiropody—Leroy C. Numbers, 1327 N. Clark St., Chicago 10, Ill. 
National Board of Chiropody Examiners—M. H. Gennis, 1432 So. Peoria Ave., ‘Tulsa, Okla. 
American Academy of Chiropodists—Robert Smith, 77 James St. North, Hamilton, Ontario 10, Canada. 
Academy of Podiatry—Louis Lewy, 285 Madison Ave., New York, N. Y. 
Fellows Pedic Research Society—Irving M. Sward, 4948 W. Dempster Rd., Skokie, II. 
American Foot Health Foundation—Sidney Hirschberg, 107-07 Continental Ave., Forest Hills, N. Y. 





Accredited Colleges 


California Podiatry College M. J. Lewi College of Podiatry 
1770 Eddy Street, San Francisco, Calif. 53 East 124th Street, New York, N. Y. 


Chicago College of Chiropody Ohio College of Chiropody 
1422 W. Monroe Street, Chicago, Ill. 2057 Cornell Road, Cleveland, Ohio 


Illinois College of Chiropody & Foot Surgery 
1327 North Clark Street, Chicago, Ill. 
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water-dispersible antipruritic oil 





relieves dryness immediately 
stops itching 

softens the skin 

cleanses as it lubricates 


For use in the foot soak, hydrotherapy and bath 

Alpha-Keri deposits a lubricant-moisturizing oil film 

_— on the skin and, at the same time, cleanses the skin, 

thus eliminating the need for soap. Alpha-Keri also 

provides a protective action similar to that of skin 

¥ lipids and helps the skin to retain moisture. 

7 (A Alpha-Keri contains mineral oil and Kerohydric® 

* {brand of keratin-moisturizing fraction of lanolin) 
plus a nonionic emulsifier. 


Indicated for: generalized dryness, roughness and 
scaling—fissured, horny heels—diabetic dry skin— 
senile pruritus—anidrosis—hyperkeratosis—chafing, 
shoe rub—callosities—various types of dermatitis 
with associated dryness and pruritus. 


When an emollient-cream is required 

LOWILA EMOLLIENT moisturizes and lubricates 
dry skin, restores and maintains healthy skin pH, 
promotes healing. Contains Kerohydric (superior 
keratin-moisturizer and lubricant) in a lactic acid 
buffered emulsion. 





And when soap is contraindicated 
LOWILA’CAKE soap free . . . cleanses tender, der- 
matitic skin gently, without irritation. 


WESTWOOD PHARMACEUTICALS sBvurFrAaco 13, N.Y. = 
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STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


& 


The National Board of Chiropody Examiners will conduct 
a four-day examination in recognized colleges; Part I will 
be given March 26-27, and Part II March 28, 29, 1962. 
Secretary-Treasurer: L. A. Hansen, D.S.C., 800 Professional 
Bidg., Kansas City, Mo. 


Alabama 


The Alabama Medical Board of Examiners. Board 
Secretary: Edward E. Sealy, 39 S. Perry St., Montgomery, 
Ala. 


Arizona 


Arizona State Board of Chiropody Examiners. Board 
Secretary: Martin Snyder, D.S.C., 2629 E. Broadway, 
Tucson, Ariz. 


Arkansas 


Arkansas State Chiropody Examining Board Board 
Secretary: Dr. Bernard S. Paul, 1508 Rogers Ave., Fort 
Smith, Ark. 


California 


The California Chiropody Examination Committee will 
meet tentatively on March 6-7 and Aug. 21-22 in Los 
Angeles; June 19-20 in San Francisco; Oct. 16-17 in 
Sacramento. Board Chairman: Dr. Lawrence Garrett, 
1413-2nd St., San Rafael, Calif. Executive Secretary: 
Mr. Wallace Thompson, 1021 O St., Sacramento 15, Calif. 


Colorado 


Colorado State Board of Chiropody Examiners. Board 
President: Dr. G. F. Helbig, 327 Logan St., Denver, Colo 


Connecticut 


The Connecticut Board of Examiners in Chiropody. Board 
Secretary: Dr. F. J. Ruggiero, 3 South Main Street, 
W. Hartford 7, Conn, 


Delaware 


The State Board of Chiropody Examiners of Delaware. 
Board Secretary: Dr. Bertram H. Blum, 112 So. State St., 
Dover, Dein 


District of Columbia 


The Board of Podiatry Examiners of the District of 
Columbia. Board Secretary: Harry L. Hoffman, Ph.G., 
D.S.C., Dept. of Occupations and Professions, 1740 
Massachusetts Ave., N.W., Washington 6, Cc. 


Florida 


The Florida State Board of Chiropody Examiners. Board 
Secretary: Dr. Heywood A. Dowling, 203 Greenleaf Bldg., 
Jacksonville, Fla. 


Georgia 


The Georgia State Board of Podiatry Examiners. Board 
President: Dr. Charles W. Beasley, Jr., 1205 First Na- 
tional Bank Bldg., Atlanta, Ga. 


Hawaii 


The Hawaii Podiatry Board. Board Secretary: Dr. R. K. 
Lee, P.O. Box 3378, Honolulu, Hawaii. 


Idaho 


The Idaho State Board of Chiropody-Podiatry. Board 
7 2 ggaaad Dr. J. E. Franden, 412 Eastman Bidg., Boise, 
daho. 


Illinois 


The Illinois Chiropody Examining Committee. Superin- 
tendent of Registration: Fredric B. Selke, Room 112, 
State House, Springfield, Ill. 


Indiana 


The Indiana State Board of Podiatry Examiners. Board 
Secretary: P. T. Lamey, M.D., 422 Citizens Bank Bidg., 
Anderson, Ind. 


lowa 


The Iowa State Board of Chiropody Examiners. Board 
Secretary: Dr. C. C. Reinheimer, 111 W. 2nd St. South, 
Newton, Iowa. 


Kansas 


The Kansas State Board of Podiatry Examiners. Board 
President: Dr. L. E. Krause, 1107 Williams St., Great 
Bend, Kansas, or Kansas Board of Podiatry Examiners, 
872 New Brotherhood Bidg., Kansas City, Kansas. Board 
Secretary: F. N. Nash, M.D., 364 New Brotherhood Bldg., 
Kansas City, Kansas 
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Kentucky 


The Kentucky State Board of Chiropody. Board Secretary: 
Dr. Chester A. Nava, 4140 Shelbyville Rd., Louisville 7, Ky. 


Louisiana 


Louisiana State Board of Medical Examiners. Board 
Secretary: Edwin Lawson, M.D., 930 Hibernia Bank Bidg., 
New Orleans 12, La 


Maine 


The Maine Board of Examiners in Chiropody and peaneesy- 
x : 


Board Secretary: Daniel A. Hanley, M.D., Bo 
Brunswick, Me. 


Maryland 


The Maryland Board of Chiropody Examiners. Board 
Secretary: Dr. S. Jack Kleger, 408 S. Division St., 
Salisbury, Md. 


Massachusetts 


The Massachusetts Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. Charles H. Thorner, 910 
Furnace Brook Parkway, Quincy, Mass. 


Michigan 

The Michigan State Board of Registration in Chiropody 
will meet for examination in June of each year. Board 
Secretary: Dr. Albert G. Kalin, 24453 Grand River Ave., 
Detroit 19, Mich. 


Minnesota 

The Minnesota Board of Chiropody Examiners. Board 
Secretary: Dr. Robert E. Ray, 512 N.W. Federal Bidg., 
Minneapolis, Minn. 


Mississippi 
The Mississippi State Board of Health. Board Secretary: 
Archie L. Gray, M.D., Box 1700, Jackson, Miss. 


Missouri 


The Missouri State Board of Chiropody. Board Secretary: 
Frank Fulkerson, D.S.C., 611 Clay St., Chillicothe, Mo. 


Montana 


The Montana State Board of Chiropody-Medical Examiners 
will meet the second Tuesday in January_and July for 
reciprocity or examination at the Capitol Bidg., Helena ; 
Mont. Board Secretary: Dr. L. M. Jennings, 411 First 
National Bank, Bozeman, Mont. 


Nebraska 

The Nebraska State Board of Examiners in Chiropody. 
Board Secretary: Herman F. Gartner, D.S.C., First Natl. 
Bank Bldg., Lincoln, Nebr. 


Nevada 

The Nevada State Chiropody Board. Board Secretary: 
Dr. William A. Edwards, 150 No. Arlington St., Reno, 
Nev. 


New Hampshire 


The New Hampshire Board of Registration in Chiropody. 
Board Secretary: Edward W. Colby, M.D., 61 S. Spring 
St., Concord, N. H. 


New Jersey 


The New Jersey State Board of Medical Examiners meets 
semi-annually for examination on the third Tuesday, 
Wednesday, Thursday and Friday of June and October. 
Board Secretary: Royal A. Schaaf, M.D., 28 West State 


St., Trenton 8, N. J. 


New Mexico 


The New Mexico State Board of Podiatry. Board Secre- 
tary: Morris Haas, D.S.C., 121 Sycamore St., N.E., 
Albuquerque, N. M. 


New York 

The New York State Board of Podiatry Examiners. Board 
Secretary: Dr. George A. Gilger, New Wing. Education 
Bidg., Albany 1, N. Y. 
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State Board (Cont. ) 


North Carolina 
The North Carolina State Board of Chiropody Examiners 


Board Secretary: Robert W. Getchell, D.S.C 
796, Goldsboro, N. C. 


P.O. Box 


North Dakota 


The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call at 301 Black Bldg., Fargo, N. Dak. 
Board Secretary: Joseph E. O’Brien, D.S.C., P.O. Box 872, 
Bismarck, No. Dak. 


Ohio 
The Ohio State Medical Board. Examiner in Chiropody: 
H. M. Platter, M.D., 21 W. Broad St., Columbus, Ohio. 


Oklahoma 


The Oklahoma State Board of Chiropody. Board Secre- 
tary: Dr. H. R. Johnson, 401 North Beard St., Shawnee, 
Okla. 


Oregon 


Oregon State Chiropodists’ Examining Board. Board Sec- 
retary: Richard H. Wilcox, M.D., 914 State Office Bidg., 
Portland, Ore. 


Pennsylvania 


Pennsylvania State Board of Chiropody Examiners. Board 
Secretary: Dr. Jack S. Pincus, 26 N. 3rd St., Harrisburg, 
Pa 


Rhode Island 


The Rhode Island Board of Examiners in Chiropody. 
Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, R. I 


South Carolina 


The South Carolina Board of Podiatry Examiners will 
meet for examination Aug. 6-10, 1962 at 122 W. Whitner 
St., Anderson, S. C. Board Sees: Dr. James D. Hill, 
122 W. Whitner St., Anderson, S. 





South Dakota 


The South Dakota State Board of Chiropody Examiners 
will meet at the discretion of the Board. Board Secretary: 
Viola Marr, 115 N. Main Ave., Sioux Falls, S 


Tennessee 


The Tennessee Board of Registration in Chiropody 
Board Secretary: Stephen A. Lamm, 3355 Poplar Ave., 
Memphis, Tenn. 


Texas 


The Texas State Board of Chiropody Examiners. Board 
Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Tex 


Utah 


The Utah State Board of Chiropody Examiners. Board 
Secretary: Ward A. Burbidge, 1015 Medical Arts Bidg., 
Salt Lake City, Utah 

Vermont 

Vermont Chiropody Association. Board Secretary: Gray 
S. Clark, Service Bidg., Rutland, Vt. 
Virginia 

Virginia Board of Medical Examiners 


Russell M. Cox, M.D., 
mouth, Va. 


Board Secretary: 
509 Professional Bldg., Ports: 


Washington 

The Washington State Chiropody Examining Committee 
usually holds Basic Science and Chiropody examinations 
the first and/or second week in January and July at the 
University of Washington, Seattle, Wash. Board Secre- 
tary: Thomas A. Carter, Administrator, Department of 
Licenses, Olympia, Wash. 


West Virginia 
Medical Licensing Board of West Virginia. 


tary: N. H. Dyer, M.D., 1800 E. 
Charleston, W. Va. 


Board Secre- 
Washington S&t., 


Wisconsin 

The Wisconsin State Board of Examiners. Board Secre- 
tary: Roy M. Cowen, 2266 N. Prospect Ave., Milwaukee, 
Wis. 


Wyoming 
The Wyoming State Board of ar a. Aa in Chiropody- 
Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 


Works St., Sheridan, Wyo. 





lHlave 


You Sentin Your Contribution ? 


FUND FOR ADVANCEMENT OF 
PODIATRY-CHIROPODY EDUCATION 
3301 16th Street, N.W. 
Washington 10, D. C. 


Our goal is $100 from each member 
of the profession. 


aux 








Enclosed is my contribution of $_________ to the Fund 
for the Advancement of Podiatry (Chiropody) 
Education. 

| wish to ANNUALLY pledge $________- to the Fund. 

Bill me 


Annually ( ) Semi-annually (_ ) 


Quarterly ( ) 
wish my donation designated for: 
( ) The General Fund, for all schools. 
( ) Earmarked for_______ Podiatry-Chiropody 
College. 


Name 
ricase Print 


Street Address 


City ante State aaeeetien 


JOIN AND SUPPORT YOUR ALUMNI ASSOCIATION 
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For the patient with onychomycosis 





can unlock the door to successful treatment... 


by a three-fold attack essential for effective control: 


p= penetrating vehicle— that reaches the fungi in deep keratin layers. 


multiple antimycotic action—in vivo— 1) kills fungi by direct 


tanning action, 2) lowers local pH, 3) inhibits local sweat production; 


prolonged action— sustained release medication film provides 


continuous 12-hour antifungal action. 


But—the door to success opens wide on/y when OnycHo-PuHyTEx is combined with: 

® Thorough and regular debridement (in your office) of affected nails by chemical or mechanical 
means, to remove piled-up horny growth. 

@ Conscientious patient cooperation at home in carrying out the twice daily application scheduie 
for an adequate period. Visible improvement (healthy new nail growth) should not be ex- 
pected for several months. Patient instruction sheets are available to you on request as an aid 


in gaining long-term cooperation. 


Formula: each cc. contains 


Borotannic complex (derived from: Tannic acid 46 mg., Boric acid 29 mg.)........... 75 mg. 
Salicylic acid. .... 1 sacle et Wig PMCR  A AE TE hh ON ae ok ne Qe eee 8 mg. 
IS 5 n'a odin 4 4 oeb 6dbb de RECA RES ORE E SD a ae 56% 


Supply: In bottles of 15 cc. and 30 cc. with brush in cap—on prescription only. 


WYNLIT ‘PHARMACEUTICALS, INC., MADISON, NEW JERSEY Raia 
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American College of Foot Surgeons 


ANNUAL MIDWINTER 
CONVENTION 


The Dunes Hotel 


Las Vegas, Nevada 


February 11, 12, 13, 14, 1962 


SCIENTIFIC PROGRAM 


MORRIS L. MILLER, M.D. Regional Anesthetics and 
Cardiac Resuscitation 

LESTER WALSH, D.S.C., F.A.C.F.S. Surgical Incompatibilities 
RALPH OWENS, D.S.C., F.A.C.F.S. Pitfalls of Surgery 
LOUIS M. NEWMAN, D.S.C., F.A.C.F.S. Preparations for 
Membership in A.C.F.S. 

V. A. JABLON, D.S.C., A.A.C.F.S. X-Ray Positioning 
TED ELLSWORTH Health & Welfare Plans, 
Surgical Coverage 

U. L. MEETER, M.D. Urology—lIts Relation to Podiatry and 


Podiatric Surgery 


D. A. SCHUBERT, D.S.C., F.A.C.F.S. The Role of the Abductor Hallucis 
in Hallux Valgus and Metatarsus 


Primus Varus 
Panel discussion on 


Surgical Management of Plantar Lesions of Forefoot 


Fellows, Associates and Applicants-in-Process 
Registration fee $35 


Other Association Members 
Registration fee $45 
Advance Registration—DR. JULIUS CITRON, 
40 E. Thomas, Phoenix, Arizona 


Convention Chairman — Dr. William Edwards 
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The American College of Foot Surgeons 
SCIENTIFIC CONCLAVE AND BUSINESS MEETING 
to be held 


February 11-14, 1962 


e Business Meeting 
Sunday, February |1, 1962—12 Noon to 5:00 P.M. 


¢ Hunt Breakfast (buffet style) Daily 
10:00 A.M.-2:00 P.M.—$1.50 


¢ Buffet Dinner Every Night 
(Choice of 50 items) 
5:00 P.M.-1:00 A.M.—$2.50 


¢ Golfing 
¢ Fishing 
¢ Outstanding Shows 


REGISTER NOW! 
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You, as a member of The American Podiatry Association 
are invited to attend a two-day conference on Foot Surgery 


December 2 and 3, 1961 


Hollywood Roosevelt Hotel, Los Angeles, California 


The Southern Division of the California Podiatry Association presents 
Advanced Techniques and Standard Procedures 
in Podiatric Surgery 
by Thomas Amberry, D.S.C., F.A.C.F.S. 


Dr. Amberry is co-director of the Am- 
berry Podiatry Clinic, Long Beach, Calli- 
fornia. Recipient of the Wm. J. Stickel 
Award for his metatarsal surgery, author 
of articles on foot surgery, lecturer on 
many state, regional and national scien- 
tific programs. 


This intensive program has been ar- 
ranged in order to present comprehen- 
sive and detailed exposition of foot sur- 
gery. Emphasis will be on application to 
everyday practice covering such subjects 
as surgical judgment, pre- and _ post- 
operative foot surgery care, complete 
management of the foot surgery patient. 


This conference is the last in the series on Advanced Practice Methods in Podia- 


try. Ninety-seven podiatrists have already pre-registered. 


To insure your 


place, send your registration or write for further information to: Dr. A. J. 


DeLeo, 1630 North Edgemont, Los Angeles 27, Calif. 


(For hotel reser- 


vations communicate directly with the Hollywood Roosevelt Hotel, Los Angeles, 


mentioning this conference. 


Southern Division of the California Podiatry Association 





RUBEFACIENT 


THERAPY ¥ 
FOR THE & 
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OUNCES 474 






2 FLUID 





BANALG @® 


MILD ~ NON-GREASY 
LINIMENT 


‘ 


Walker, M. 
} Journal of the American Podiatry Association, 
; vol. 50, Oct. 1960. 


In a clinical study* of 170 podiatric cases, 
BANALG Liniment with effleurage was 
found to be effective for the follow-up 
treatment of arthritis, strained plantar 
fascia, bunions, achillodynia, myalgia, 
tendonitis, stiff joints, and ankle sprains. 
Reprint mailed on request. 


BANALG Liniment is widely used by physicians for 
relief of arthritic, rheumatic and muscular pains. Mild, 
non-greasy, effective. Supplied in 2 oz. bottles at all 
drugstores. 


Professional samples and formula on request. 


CHEMICAL COMPANY 


3715-31 Laclede Ave., St. Louis 8, Mo. 


H., Rubefacient therapy for the feet, 
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A NEW 
APPROACH 
TO FOOT 

PROBLEMS 







Style No. 84 





& 


MaAen-redie SCIENTIFIC CONSTRUCTION SHOES 


Preferred by the Nation’s Leading Foot-Fitting Specialists 


Fs are ig Alden-Pedic lasts and shoes serve 3 purposes: 
 S lie ai 
* Right and left ortho Y Fit the individual foot shape... 
nen oe — Y Accommodate your prescribed corrections... 
* Heavy gauge right 
and left ribbed steet ¥ Provide a stable, controlled foundation. 
shank. 
* New'Depth Design” — Write us today for our new illustrated brochure of 


Alden-Pedic styles for men and boys and our new 
“Progress Report on Shoe and Last Design.” 


C.H. ALDEN SHOE COMPANY 


FOR BOOKLET = 
Ge C Sp 
AND NAME OF Coston Bortnaters ‘ wwe 1884 


NEAREST DEALER 


BROCKTON, MASSACHUSETTS 
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COUNCILS and COMMITTEES 


COUNCIL ON EDUCATION 
I. Yale, Chairman, 364 E. Main St., Ansonia, Conn.; P. R. Brachman, Secretary, 25 E. Wash- 
ington St., Chicago, Ill.; E. N. Barron, Little Rock, Ark.; M. H. Gennis, Tulsa, Okla.; R. K. 
Locke, Englewood, N. J.; E. L. Tarara, Rochester, Minn.; D. V. Anderson, Chicago, II1.; 
Max Pomerantz, M.D., Cleveland, Ohio; T. B. Eden, Bayshore, L. L, N. Y.; G. R. Tobin, Twin 
Falls, Idaho 


CONSTITUTION AND BYLAWS COMMITTEE 
Leroy C. Numbers, Chairman, 1327 N. Clark St., Chicago, Ill.; Joy E. Adams, St. Petersburg, 
Fla.; Joseph D. Fletcher, New Castle, Pa. 
DIVISION OF EXTERNAL AFFAIRS 

Earl G. Kaplan, Director, 14608 Gratiot Ave., Detroit, Mich. 

Council on Public Education and Information 
James A. Conforti, Chairman, 767 Broadway, Bedford, Ohio; Edward H. Bier, Hoboken, N. J.; 
H. L. Collins, Columbus, Ohio; Wallace L. Beylin, Akron, Ohio; J. E. Green, Binghamton, 
N. Y.; S. S. Rudnick, West Haven, Conn. Audio-Visual Section—Marvin W. Shapiro, Chair- 
man, 1059 Spitzer |Bldg., Toledo, Ohio. 

Council on Extra-Professional Relations 
Ralph E. Owens, Chairman, 1700 Exchange Blvd., Oklahoma City, Okla.; N. C. Bianco, Akron, 
Ohio; L. E. Johnson, Los Angeles, Calif.; A. G. Kalin, Detroit, Mich.; E. M. Weiner, New 
York, N. Y.; Andrew S. Anastasio, New Haven, Conn. 

Council on Medical and Allied Health Relations 
L. G. Lefler, Chairman, 239 W. 6th St., Fremont, Neb.; Clarence Bookbinder, Burlington, 
N. J.; David Simon, Buffalo, N. Y. Medical Liaison Committee—George E. Guenzler, Chair, 
man, 104 Professional Bldg., Freeport, Ill.; Marvin W. Shapiro, Toledo, Onio; Douglas T. 
Mowbray, Waterloo, Iowa; Irving Yale, Ansonia, Conn.; A. Rubin, Secretary, 3301 16th 
St., N. W., Washington, D. C. 

Council on Public Health 
Marvin D. Marr, Chairman, 305-307 S.G.A. Bldg., Cedar Rapids, Iowa. Children and Youth 
Fitness—John T. Shanp, 2002 Woodland Rd., Abington, Pa. Aging—Robert A. Giudice, 118 
S.W. 4th Ave., Gainesville, Fla. Farm Foot Health—Donald A Mahrle, 1909 Gage Blvd., 
Topeka, Kans. Advisory Committee on Civil and Defense Emergency Medical Care—Arthur 
E. Helfand, St. Luke’s and Children’s Medical Center, Franklin and Thompson Sts., Phila- 
delphia, Pa. Footwear—Edward C. Meldman, 161 W. Wisconsin Ave., Milwaukee, Wis. 
U.S.P.H.S. Liaison—E. D. McGlamry, Candler Bldg., Atlanta, Ga. 


DIVISION OF INTERNAL AFFAIRS 

Benjamin C. Mullens, Director, Security Mutual Bldg., Binghamton, N. Y. 

Council on Professional Information 
William A. Edwards, Chairman, 150 No. Arlington Ave., Reno, Nev.; B. C. Egerter, Pitts- 
burgh, Pa.; H. Feinberg, Miami ‘Beach, Fla.; Chester Nava, Louisville, Ky. 

Council on Membership Development 
Harry I. Horowitz, Chairman, 30-96 Steinway St., Astoria, L. L, N. Y.; S. O. Burgess, Detroit, 
Mich.; J. C. Pankratz, Meadville, Pa.; I. Pashin, Poughkeepsie, N. Y. 

Appeals and Control Commission 
Donald J. Cameron, Chairman, 504 Murchison Bldg., Wilmington, N. C.; Joy E. Adams, St. 
Petersburg, Fla.; George E. Guenzler, Freeport, Ill.; L. E. Johnson, Los Angeles, Calif.; 
Douglas T. Mowbray, Waterloo, Iowa; Cleotha Parham, Tulsa, Okla.; H. Feinberg, Miami 
Beach, Fla.; Theodore B. Eden, Bayshore, L. I., N. Y.; Clarence Bookbinder, Burlington, N. J 

Federal Affairs Advisory Committee 
Charles Turchin, 818 18th St., N.W., Washington, D. C. 


DIVISION OF SCIENTIFIC AFFAIRS 
Joy E. Adams, Director, Florida National Bank Bldg., St. Petersburg, Fla. 
Council on Scientific Sections 
L. B. Thompson, Chairman, 5613 7th Ave., Kenosha, Wis. 
(Members to be named) 
Joint Council on Accreditation and Certification 
Council on Podiatry Therapeutics and Pharmacy 
Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washington, D. C.; F. N. DiGilio, 
Skokie, Ill.; A. V. Johnson, Midland, Texas; E. C. Meldman, Milwaukee, Wis.: S. Moskow, 
Washington, D. C.; R. E. Owens, Oklahoma City, Okla.; John R. Graham, Decatur, III. 
Committee on Research (Organization and Methodology) 
William F. Eads, Chairman, 1651 Garnet St., San Diego, Calif.; Consultant—Benedict J. 
Jaskoski, A.B., M.S., Ph.D., Hlinois College of Chiropody and Foot Surgery, 1327 N. Clark 
St., Chicago, I11. 
Committee on Nomenclature 
Peter N. Varzos, 25 E. Washington St., Chicago, Ill., and Murray Bromberg, 315 
St., Bloomfield, N. J., Co-Chairmen. 
COMMITTEE ON ARRANGEMENTS 1962 ANNUAL MEETING 
S. P. Nyman, Convention Manager, 3301 16th St., N.W., Washington, D. C.: Charles Turchin, 


818 18th St., N.W., Washington, D. C., and Edward Ganny, 1907 Eye St., N.W., Washington, 
D.C., Co-Chairmen. 


Broad 


786 Vou. 51, No. 11, Journal of the American 








“An effective 


TOPICAL ANESTHETIC * 
for PODIATRY’. 





The topical anesthetic of choice amongst physicians, dentists and podiatrists... 
CETACAINE provides safe, fast topical anesthesia...controls pain, removing 
anxiety and fear on the part of patients! 


We quote from a recent article in the Journal of the American Podiatry Associa- 
tion...““CETACAINE is safe, non-toxic, giving adequate length and depth of 
anesthesia and having anti-bacterial qualities. Ease of handling and rapid onset 
and long duration of anesthesia, result in the saving of time and tension for the 
busy clinician...”’ 


CETACAINE...provided in bottles with exclusive JETCO NOZZLE SPRAY 
that directs the topical spray right to the desired spot...is indicated for— 


— Treatment of Ingrown Toenails 

— Before the Removal of Excrescences 

— Before Injection for Minor Surgery or Lancing 
— Treatment of Verrucae 

— Removal of Foreign Bodies 

— Treatment of Wounds, etc., etc. 


Write for Reprints 


CETYLITE INDUSTRIES 


29-46 Northern Bivd., Long Island City 1, N.Y. 





Podiatry Association, November 1961 787 








Rut 
when there is,trouble afoot...only 
a water-in-oil emulsion provides 
optimum relief and protection 
against dry skin. The balanced 
water-in-oil emulsion is POLYSORB’ <x 





/ —)\- ae a 
— oe ™ 4 
HYDRATE ¢gure 
CREAM ‘ 
Hydro Dispersant Emollient 
consisting of 
Sorbitan Sesquioleate in 
special wax petrolatum base 
... for the more severe 
degrees of dry skin, 
chronic inflammatory 
dermatoses, fissured heels, 


POLYSORB’ 
HYDRATE 
LOTION 


Hydro Dispersant Emollient 
of Sorbitan Sesquioleate 





and liquid petrolatum, 


For the care and prevention of dry skin resulting from lightly and pleasantly scented 
over-exposure, irritation, deliberate or accidental ... for the care and 
trauma, PoLYSORB HYDRATE (Cream or Lotion) affords prevention of dry skin 

, . when an easily applied, 
continuous release of water for rehydration of the truly cosmetic preparation 
keratin layer, plus prolonged emolliency and protective is desired. 


action for the deeper cells. 


Supply: CREAM in tubes of 50 gm. and jars of 425 gm.; LoTION in 2 fl. oz. plastic squeeze bottles, 


E. Foucera & CoMPANY, INc., Hicksville, Long Island, N. Y. 
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personal contour shoes are 
—tofit 
your patient...perfectly! 


they are the 
ONLY shoes 
made by “QUICK 
CAST "” a com- 
pletely safe and 
accurate casting 
technique. 


the result is a top 
quality perfect- 
fitting shoe. 
fully guaranteed 
for patient and 
doctor. 


A RTE 


It is the unique QUICK CAST method which makes possible our 
unconditional guarantee that Personal Contour Shoes will fit 
perfectly and be completely comfortable. If factory adjustment 
is required, it is made instantly and at no additional cost. Unless 
your patient is completely satisfied, his money is refunded. 


QUICK CAST is the fastest, neatest, most accurate casting 
method known, and can be performed by the doctor in just 15 
minutes. The exclusive gelatinous mold is entirely safe to the 
skin; eliminates the heat radiation of conventional plaster which 
could be dangerous to some patients. 

Personal Contour Shoes, made directly from these castings, are 
hand-crafted of the world’s finest leathers, and are offered in 
6 different styles and 20 handsome colors. 


Write today for color brochure 


personal contour shoes 


70-A, Washington Street, Haverhill, Mass. U.S.A. 
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Put “Wheels”’ 


under your Diagnoses with 
ANSCO NON SCREEN MONOPAK 
X-RAY FILM! 


For a faster, surer diagnosis you can count on the 
superior performance of Ansco Non Screen X-ray Film 

in the convenient daylight handling Monopak® en- Ansco 
velope. No need to bother with holders ever again. 
Monopak is always ready for immediate use, with a 





1 1 
fresh, sanitary envelope for every patient. Get the full | Monovak | 
Monopak story from your local Ansco X-ray dealer : P ; 
today. Ansco, Binghamton, N. Y. A Division of Gen- DLi.oww a 


eral Aniline & Film Corporation. 
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Sublesional Administration of Corticosteroids* 
A New Technique with Broad Applications 
in Podiatry 


ADMINISTRATION of corticosteroids by new 
techniques of intralesional and sublesional 
therapy offers a new approach to treatment 
of some of the highly resistant dermatoses 
that are commonly seen by podiatrists. The 
rapid resolution of these conditions under 
this new type of therapy oflers possibilities 
that should not be overlooked. 

This paper discusses a study of the new 
method, response of various types of lesions, 
optimum dosage, method of administration, 
etc. It has three objectives: 

1. Provide background on the develop- 
ment of intralesional and sublesional 
therapy; show its applications in general 
medicine; compare its advantages and dis- 
advantages with oral corticosteroid therapy. 

2. Furnish detailed instruction on the 

specialized techniques required for this type 
of administration. 
3. Illustrate, by citing clinical data on 48 
patients, the specific applications and the 
great value of this form of therapy in 
podiatry. 


* Condensed from Gold Award paper, The William 
J. Stickel Awards for Research in Podiatry-Chirop- 
ody for 1961. Presented at the Annual Meeting of 
the A.P.A., Americana Hotel, Miami Beach, Fla., 
August 1960. 
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Herbert Prentice, Pod.D., F.A.C.F.O. 
New York, N. Y 


First, however, it was necessary to obtain 
general background information on corti- 
costeroid therapy in specific conditions and 
compare results of various routes of ad- 
ministration, i.e., oral, topical, etc. Follow- 
ing this, a survey was made of all known 
reports on intralesional and sublesional 
therapy. Triamcinolone was finally chosen 
as the most suitable steroid for testing of 
patients with specific podiatric problems. 
This choice was based in part on_ the 
following reports and our own previous 
findings':? and also because of its high 
potency and low rate of undesirable side 
effects. 

General Review of 
Corticosteroid Therapy 
Oral Corticosteroid Therapy 

Following the discovery that cortisone 
exerted intense anti-inflammatory activity, 
imaginative experiments resulted in a suc- 
cession of synthetic derivatives which opened 
broad horizons in medical therapy. Previ- 
ously, naturally occurring substances ex- 
tracted from the adrenal cortex were used 
principally for patients with adrenal in- 
sufficiency (Addison’s disease) or for control 
of electrolyte imbalance. However, the 
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combination of hormonal, metabolic, and 
anti-inflammatory effects has provided relief 
for many conditions formerly debilitating 
or indeed fatal. A listing of some of the 
diseases which respond to 


corticosteroid 
therapy provides an imposing array of com- 
monly seen clinical entities. Some of the 
diseases treated with corticosteroids are: 

Rheumatoid arthritis 

Bursitis 

Bronchial asthma 

Vasomotor rhinitis 

Angioneurotic edema 

Psoriasis 

Other dermatoses 

Leukemia 

Lymphosarcoma 

Hodgkin’s disease 

Disseminated lupus erythematosus 

Nephrotic syndrome 

Pulmonary emphysema 

Pulmonary fibrosis 

Rheumatic fever 

Other collagen diseases 

Blood dyscrasias 

Inflammatory eye diseases 

Therapeutic applications notwithstand- 
ing, it was soon realized that the picture 
Was not quite as sanguine as it appeared. A 
wide variety of complications frequently 
became apparent, some comparatively mild 
and not very bothersome, but others so 
serious that they often outweighed the ad- 
vantages of this type of treatment. 

Among the major problems first noted 
were hypertension and edema resulting from 
a disturbance of electrolyte balance due to 
collateral hormonal effects of the drugs. 
However, mineralocorticoid and sex hor- 
mone properties were greatly reduced in the 
synthesis of triamcinolone while glucocorti- 
coid activity, largely responsible for anti- 
inflammatory effects, remained. This fact 
would seem to account for. the greatly 
decreased tendency of triamcinolone to in- 
duce sodium retention and resultant hyper- 
tension. Ward* has stated that among 
antirheumatic steroids, triamcinolone has 
the least tendency to cause sodium retention. 
Freyberg and coworkers* found that not 





only did no new cases of hypertension occur 
in their patients, but that sometimes exist- 
ing hypertension was reduced. Hartung,° 
treating 77 patients, reported that in 
contrast to prednisone and_ prednisolone 
there was complete absence of edema and 
sodium retention in patients treated with 
triamcinolone. Since it does not produce 
edema, triamcinolone was found especially 
valuable in patients with rheumatoid 
arthritis complicated by cardiac decompen- 
sation.® 

Another problem associated with corti- 
costeroids and largely overcome by triam- 
cinolone is the onset of voracious appetites 
in some patients 


undergoing prolonged 


steroid maintenance therapy. Triamcino- 
lone has little or no effect upon appetite 
and is therefore preferable for overweight 
patients who require steroid therapy.*: 4 

Change in mental equilibrium is num- 
bered among the major complications as- 
sociated with corticosteroids. Glaser? has 
reported a 5 per cent incidence of psychosis 
in patients treated with corticosteroids. 
Black® noted severe mental changes in 6 of 
39 patients receiving prednisone. Euphoria 
is another complication, because the sense 
of well-being may result eventually in deeply 
rooted psychic depressions known to lead to 
suicide, paranoid and schizophrenic reac- 
tions,® and toxic syndromes sometimes lead- 
ing to convulsions and death.” Such dis- 
tressing effects have been much less of a 
problem with triamcinolone." 

These clinical reports and many others 
seemed to indicate the desirability of using 
triamcinolone in patients for whom corti- 
costeroids are indicated. Triamcinolone, 
milligram for milligram, is at least as potent, 
and often more potent, than other steroids 
and is less frequently productive of major 
complications. It should not be construed, 
however, that the drug can be used without 
reservation. All general precautions as- 
sociated with steroid therapy must be ob- 
served. Side effects are now quite familiar, 
and podiatrists have been forewarned to 
prepare for these complications when they 
arise. 
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Other Routes of 
Corticosteroid Therapy 

In addition to the search for synthetic 
steroids with more selective activities, in- 
vestigators sought new ways of administering 
the compounds. Why, physicians asked, 
subject a patient to full systemic activity of 
drugs when relief was sought only at par- 
ticular sites? Systemic activity was not de- 
sirable for patients suffering from painfully 
inflamed arthritic joints, bursitis, or dis- 
tressing local lesions To take advantage of 
potent local activity with minimal danger 
of serious systemic complications, new forms 
of corticosteroid preparations were  de- 
veloped.! 

Steroids 


are ointments, 


powders, lotions, creams, drops, sprays and 


produced as 


other forms—each devised to exert potent 
local activity. While all serve useful pur- 
poses, they are valuable mainly as suppres- 
sants of acute symptoms; prolonged results 
usually are difficult to maintain. 


Development of Sublesional 

And Intralesional Therapy 
Local injections for skin disorders devel- 
oped as a result of modification of a skin- 
testing method first suggested by Goldman 
et al’? Shelley, Harun and Pillsbury! used 
0.05 ml of a sterile 1 per cent suspension 
of triamcinolone in isotonic sodium chloride 
solution to test the local effect of the com- 
pound in patients who were treated for 
psoriasis by oral administration. They found 
that lesions which did not respond to oral 
therapy also were unaffected by local infil- 
tration. This result probably can be attrib- 
the low strength of steroid 
employed. Cohen and Baer," using a 214- 


uted to very 
per cent suspension of triamcinolone, re- 
ported on several patients whose psoriatic 
lesions did not respond to oral doses, but 
were completely resolved by intralesional 
therapy. Larger doses are currently recom- 
mended, and apparently there have been no 
further 


reports of oral 


corticosteroids correlated with nonresponse 


nonresponse to 


to local sublesional therapy. 


Technique of Sublesional Administration 
Great confusion has prevailed over ter- 
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minology connected with this form of treat 
ment. Investigators have used phrases such 
as intralesional, intracutaneous, intradermal, 
subdermal, subcutaneous, and subepidermal 
to describe their techniques. It is no wonde1 
that the practitioner when first contemplat- 
ing this form of therapy easily becomes 
confused. Actually all the phrases are cor- 
rect, 


Intralesional (literally, within the 


lesion) injections are reserved for those 
conditions such as keloids which are charac- 
terized by large raised masses of rigid, horny 
tissue, which must be injected directly to 
achieve favorable results. The other terms 
are descriptive of the techniques for treating 
the more common dermatoses—psoriasis, 
eczema, lichen planus, neurodermatitis, etc. 
It would be well for physicians to agree on 
such a term as sublesional, under the lesion, 
to describe the technique for treatment of 
most of these conditions. 

It cannot be too strongly emphasized that 
rewarding results have a direct relationship 
to the manner in which the drug is injected 
into the skin. Injections given either too 


deeply or too superficially may lead to 
complications or lack of optimal benefit. 
Infiltrations just below the border of the 
dermis and loose subcutaneous tissue are 
accomplished easily, provide generally reli- 
able and consistent results and cause little 
discomfort to patients. “Tuberculin-type on 
disposable syringes, equipped with 25 or 26 
gauge needles, approximately one-quarter to 
five-eighths inch long are generally prefer- 
able. Under sterile conditions, the suspen- 
sion is introduced through and beneath the 
the 


surface of the skin. Proper administration 


lesion, approximately 4+ mm_ below 
produces a slight but noticeable sweiling, 
but not a wheal. Multiple injections of small 
equal amounts of solution should be used 
for large lesions. The injections should be 
spaced evenly, about | to 2 cm apart on the 
This 


continued until the midpoint is reached. 


periphery of the lesion. process 1s 
Other methods such as tattooing and vibra- 
puncture While 
methods are often effective they are less 


have been used. these 


practical and more traumatizing to 


patients.!% 
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Clinical Applications of 
Sublesional Triamcinolone 


Review of general uses of intralesional 
corticosteroid therapy was followed by full 
evaluation of reports relating specifically to 
triamcinolone.* * 

The finding of Shelley and others,'* which 
were cited earlier, seemed encouraging 
enough to stimulate other investigators to 
further evaluation of this new method. 

Psoriasis long has been the bane of medi- 
cal practitioners. In the past, almost all 
conceivable types of oral and topical 
therapies have been essayed. Among the 
therapeutic regimens thrown to the attack 
have been antitumor agents,!® antimetabo- 
lites (aminopterin),!® 1% 1% 2°. 21 yibofla- 
vin,** 2-24 By,?* Do?" sulfonylurea deriva- 
tives*? sitosterol,?*% atabrine,*! antibiot- 
ics,* 3" 31 dextro-lactic acid,3*: 33: 34 allant- 
oin,3* 36 37 tar and radiation therapy 
(Goeckerman regimen) ,** Grenz ray and 
roentgen therapy,®* 4 41.42 and a host of 
compounded preparations for external appli- 
cation. None have afforded uniformly satis- 
factory results. Murrell+* tersely summarized 
the situation when he said, “Psoriasis is the 
disease of specialistic frustration.’” Scham- 
berg** calls it the “great dermatological 
mystery.” But psoriasis and other less com- 
mon but equally frustrating diseases, are 
now responding favorably to sublesional 
corticosteroid therapy. Cohen and Baer' 
have concluded that: “The persistent clear- 
ing (over 200 days) of psoriatic patches 
after intralesional injectional injection of 
triamcinolone in these “skin tests’’ suggests 
that intralesional injection of persistent 
localized areas of psoriasis may well be a 
worthwhile therapeutic procedure.” Many 
subsequent studies have confirmed theit 
observations. 

Gerard** emphasized the need for prope 
technique, noting that best results were 
obtained when triamcinolone was infiltrated 
into the upper layer of loose subcutaneous 
tissue in patients with psoriasis. He found 
that results with triamcinolone were of a 


** Both acetonide and diacetate forms of triam 
cinolone. 
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much more permanent nature than with 
similarly administered hydrocortisone. Of 
19 patients, 13 had remained completely 
free of psoriasis for 18 months after initial 
treatment. On the basis of these and othe) 
observations he stated: ‘The remarkable 
results so obtained in psoriasis warrant the 
introduction of this technique into general 
dermatological practice.” 

James** found that intradermal injections 
of triamcinolone produced response in many 
other skin disorders—granuloma annulare, 
sarcoid of Boeck, neurodermatitis, lupus 
erythematosus, lichen simplex chronicus, 
and lichen planus. Slight atrophy of 3 or 4 
months duration was the only side effect. 
Pelzig and Baer*® successfully treated 
psoriatic plaques in 19 of 20 patients who 
received local injections of triamcinolone. 

Hyman and Brezak** have begun a large 
study on the diagnosis and treatment ol 
granuloma annulare. .\ preliminary com- 
munication states that intralesional injec- 
tions of triamcinolone were successful in the 
first 2 patients of their series. 

The following is a list of diseases for 
which sublesional or intralesional therapy 
may be indicated: Atopic dermatitis, Contact 
dermatitis, Eczema, Keloids, Lichen planus, 
Lichen simplex chronicus, Neurodermatitis, 
Nummular eczema, Psoriasis. 

Orentreich,*® who has carried on extensive 
studies with this form of therapy, has said: 
“The principle of treating isolated lesions 
by locai infiltration with corticosteroids 
seems exceedingly helpful, in that systemic 
therapy may be discontinued, or reduced 
to a level compatible with long-term therapy 
with a much reduced incidence of side 
effects.” 


Results of Sublesional Administration of 
Triamcinolone in 48 Patients with 
Various Skin Disorders 

It is now generally recognized that 
triamcinolone is one of the safest and most 
potent corticosteroids in use today. Podia- 
trists are aware of the value of its systemic 
activity in the treatment of many commonly 
encountered conditions. Recent reports of 
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TABLE | 
Responses Correlated with Total Dose Administered 





Response 
Total Dose Disease Treated Excellent and Good = Fair 
Eczema 4 
6.25 Granuloma annulare 2 
Lichen simplex chronicus 4 
Psoriasis a] l 
Eczema i) 
Granuloma annulare l 
12.5 Lichen planus 1 
Lichen simplex chronicus 4 
Psoriasis ‘| 
Dermatitis venenata l 
18.75 Lichen simplex chronicus 2 ] 
Psoriasis 5 
25.0 Lichen simplex chronicus l 
Psoriasis 5 | 
Eczema 1 
31.25 Lichen simplex chronicus l 
Psoriasis l 
$7.5 Dermatitis venenata l 
Eczema, atopic l 
Dermatitis venenata 2 
50.0 Lichen simplex chronicus 2 
Psoriasis 2 
62.5 Dermatitis venenata l 
Total 52 3 


its application in local injectable form sug- 
gested the possibility of further rewarding 
results in podiatry. Psoriasis has been esti- 
mated to occur in as much as 1.4 per cent of 
‘the population.*” It is a 


condition com- 


monly seen in podiatry. This study was 


designed to test the effects of sublesional 


triamcinolone in patients with this and 


other conditions 


annulare, 
lichen planus, eczema, lichen simplex chroni- 


(granuloma 


cus (localized “neurodermatitis” and derma- 
titis venenata) . 


Method 

Triamcinolone* diacetate parenteral sus- 
pension was used to treat 48 patients, 21 
males and 27 females, with dermatoses of 
The males had 2 
from 11 to 20 years, 6 from 21 to 40 years, 9 
from 41 to 60 years and 4 over 60. The 
females had 2 under 10 years, | in the 11 
to 20-year group, I4 from 21 to 40 years, 8 
from 41 


the lower extremities. 


to 60 vears and 2 over 60. 
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No untreated individuals were used as 
controls since each patient acted as his own 
control. This method was found satisfactory 
since it was possible in all patients either to 
inject some lesions and not others or to 
inject part of a lesion and compare it with 
the response of the untreated part. In this 
way fully reliable evaluations could be ob 
tained. 

It should be stressed again at this point 
that no attempt was made to treat all lesions 
in patients who had widespread generalized 
skin involvement. It is obvious that it would 
be impractical and too traumatizing to pa- 
tients to treat hundreds of diffuse lesions all 
over the body. After the value of this treat 
ment was established the secondary goal was 
to clear exposed, cosmetically unpleasant 
areas of the body as rapidly as possible. This 
accomplishment would give patients a tre- 
mendous psychological boost. In some pa 


tients, however, there were relatively few 
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TABLE Ii 


Courses of Treatment for Specific Diseases 


Number of Injections 





Dermatitis venenata 
Eczema 
Granuloma annulare 
Lichen planus 
Lichen simplex chronicus 
Psoriasis 

Total 





Patients x 2 3 4 5 
5 2 2 ] 
10 5 Z 1 ] 1 
2 ] 

4 4 

1] 2 3 3 } l 
20 4 8 3 4 1 
on a en ns 


*Some patients are counted more than once, since different areas received 


differing numbers of injections. 


scattered lesions and it was possible to treat 
all affected sites. 

Triamcinolone diacetate is supplied in 
vials as a parenteral suspension containing 
25 mg/ml. Many physicians work with the 
full-strength solution. However, in this 
study the material was diluted with buffered 
normal saline to obtain a working concen- 
tration of 6.25 mg/ml. When required, the 
diluent was mixed with 2 percent lidocaine 
hydrochloride to alleviate the mild discom- 
fort experienced by some patients. How- 
ever, this usually was not necessary. It was 
felt that no more than 25 mg should be 
given to any patient in one week in order 
to minimize the pos:ibility of systemic ac- 
tivity. 

Under aseptic conditions and using dis- 
posable syringes equipped with 25 gauge, 
three-eighths inch disposable needles, the 
suspension was infiltrated with as little pres- 
sure as practical into the affected areas. 
Sufficient solution was introduced to raise a 
slight but noticeable area of swelling at each 
site treated. Injections were accomplished 
quite easily by holding the syringe at an 
angle of 30 degrees and inserting the needle 
through the lesion to a depth of 3 to 5 mm. 
It is not essential that every injection be 
made exactly at this level, and, in fact, some 
insertions resulted in intradermal penetra- 
tion and others subdermal (hence the term 
“sublesional”’) . However, it is most impor- 
tant that the injections be given in the gen- 
eral area. Side effects, which will be dis- 
cussed later, may result from infiltrations 
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given either too superficially or too deeply. 

Lesions treated ranged in size up to 56 
cm*, more commonly falling between 2 and 
4 cm*. For all larger lesions, the material 
was infiltrated by means of small equal doses 
spaced evenly around the affected area. 
Usually an entire lesion was not injected 
within one sitting. By treating just part of 
a lesion, comparative response with the un- 
treated portions could easily be measured. 

Total dose ranged from 6.25 to 62.5 mg. 
Correlation of dose and response for each 
type of disease treated is shown in Table I; 
number of treatments from 1 (16 patients) 
to 5 (4 patients), as indicated by specific 
disease in Table II. 

Responses were graded on the basis of 
excellent, good, fair, or poor clinical im- 
provement. Case report forms were pre- 
pared especially for this study in order that 
all pertinent information could be recorded 
and weekly progress of each patient noted. 

The following data were recorded for 
each patient: patient characteristics (identi- 
fication, age, sex) diagnosis, duration of 
disease, coexistent diseases, history of ar- 
thritis. 

The date, method of injection, size of the 
lesion in centimeters, concentration and 
quantity of drug used and the site of the 
lesion were also recorded, as well as the 
clinical response of each patient. 

The side effects, if any, therapeutic re- 
sults and duration of remission of lesions, 
were noted at the bottom of each patient's 
chart. 


y , . » 
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TABLE Il 


Correlation of Diseases Treated and Clinical Response 





Response 

Disease No. Patients Excellent Good Fair 
Dermatitis venenata 5 5 
Eczema, atopic 8 6 2 
Eczema, nummular 3 3 
Granuloma annulare 2 2 
Lichen planus 1 l 3 
Lichen simplex chronicus 1] g ] l 
Psoriasis 13 y 3 | 
Psoriasis, generalized 5 5 
Psoriasis, pustular 2 ] | 

Total 5a" 10 TO 3 


ns 


*48 patients exhibited 53 clinical responses, since in some instances multiple 
areas treated did not all respond equally. 





TABLE IV 
Duration of Disease 

Less than Over 

| year 1-Syrs  5-l0yrs 10-15 yrs 15 yrs 
Dermatitis 5 
Eczema 2 3 l l } 
Granuloma annulare l l 
Lichen planus l 
Lichen simplex chronicus 2 | 3 
Psoriasis 2? 8 5 ? 3 

Total 12 17 > bj 9 


Results 

Table UL summarizes the clinical re- 
sponses of 48 patients to sublesional admin- 
istration of triamcinolone diacetate paren- 
teral suspension. Results are tabulated on 
the basis of 53 responses for 48 patients. 
(In some patients different degrees of re- 
sponse were obtained in several areas.) O1 
the 53 areas treated 50 (94 per cent) showed 
good or excellent responses—a most reward- 
ing and significant finding. The results were 
impressive in that some patients had been 
afflicted with their condition for as long as 
27 years (Table IV) and many had com- 
plicating diseases such as arthritis and dia- 
betes. Children as well as geriatric patients 
responded equally well. Many of these pa- 
tients had exhausted the entire gamut ol 
“cures” for psoriasis. Several individuals 
had developed deep-seated psychological 
manifestations, the result of years of cos- 
metic disfiguration. Certain of these condi- 
tions were accompanied by severe pruritic 
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discomfort, which often wa: completely 
relieved within a few hours after the first 
injection. 

Lack of systemic activity was marked by 
absence of response in all lesions other than 
those treated. This observation was furthe: 
emphasized in that an injected portion of a 
lesion would clear while an untreated area 
of the same lesion would remain unchanged 
—a finding which clearly points up the very 
limited circulation of this drug when in- 
filtrated in the proper manner. This is 
obviously a desirable consequence of therapy 
in these conditions. As a result no systemic 
side effects occurred. In certain patients an 
area or areas of a lesion were injected with 
triamcinolone while other parts were top- 
ically treated with such preparations as 
hydrocortisone and coal tar. While com- 
plete resolution of the injected areas usually 
occurred within 2 to 4 weeks, response in 
the other portion was much less rapid. 

A “fair” response was observed in only 
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three patients. Of these, two did not return 


for follow-up therapy and were considered 
uncooperative. It is still too early to predict 
the permanence of the effects of this treat- 
ment based on this group of patients. How- 
ever, some patients have been observed for 
as long as 5 months with no return of lesions 
in treated areas. Other investigators have 
observed complete maintenance of normal 
skin for much longer periods.*': ** 

Clinical response was satisfactory regard- 
less of the site of the lesions. Injections were 
made in all areas of the legs, ankles, feet, 
and toes. However, atrophy occurred more 
readily when jlesions over bony prominences 
were treated. Atrophy and other local effects 
—no instances of which were considered seri- 
ous—are discussed below. 

Side Effects 

Atrophy of skin which has been treated 
with local injections is a phenomenon pe- 
culiar to this form of administration. It 
appears to be technique-dependent rather 
than drug-dependent. 

Atrophy, used in the sense of wasting 
away, does not afford a satisfactory descrip- 
tion for the effect sometimes observed in 
areas Where intralesional or sublesional in- 
jections have been administered. However, 
in lieu of a better term, atrophy describes 
the occasional instances of thinned out, 
shiny, sometimes depressed skin surface after 
it has been cleared of the original lesion. In 
the present study I] such cases occurred. 
The relationship between total dose and 
incidence of side effects is illustrated in 
Table V. In most of these the atrophy was 
so slight as to be almost unnoticeable. Even 
where it was more prominent, this sequel to 
treatment was a welcome replacement ol 
ugly, itchy skin lesions. 

Orentreich'® has observed that this is a 
temporary and reversible effect, and while 
it is too early to confirm his findings in the 
I8-patient study reported above, the effect 
does not appear worthy of undue concern. 
Gerard*® and Scher®? did not observe any 
atrophy in their patients. The true nature 
of this phenomenon and its etiology has not 
been established, but apparently it is more 
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TABLE V 
Correlation of Side Effects and 
Total Dose 
Dose 
(mg) Side Effect Number 
6.25 Atrophy 2 
12.50 Atrophy I 
Sterile abscess | 
18.75 Atrophy, slight 3 
Hyperpigmentation l 
25.00 Atrophy 3 
Discoloration l 
31.25 Atrophy | 
37.50 0 
50.00 Atrophy ] 
62.50 0 
Total 15* 


*Based on total number of patients the incidence 
of side effects is 31 percent. However, this 1s 
not a realistic figure. Since literally hundreds of 
lesions were treated, the actual ratio of side effects 
to number of injections is very small. 


likely to occur when dose is excessive (not 
more than 75 mg should be given within a 
week) or when extensive pressure is applied 
during administration. This condition was 
observed more often in the bony regions, 
e.g. over the patellar, tibial, and metatarsal 
regions. 

The only other side effects were one in- 
stance each of erythema, hyperpigmenta- 
tion, and sterile abscess. Gerard*’ observed 
mild to moderate erythema in areas which 
received relatively large amounts of triam- 
cinolone. The inflammations disappeared 
in a few days, and were avoided entirely 
when the dose was lowered. 

Discussion 

The age of corticosteroids introduced a 
new system ol therapy. Great success Was 
obtained in many instances, but oral treat- 
ment engendered certain difficulties which 
seem to be eliminated by sublesional ad- 
ministration. 

The primary consideration in choosing 
sublesional treatment rather than oral 
therapy for selected conditions is the ab- 
sence of significant systemic activity when 
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corticosteroids are infiltrated locally and 
correctly. Potent activity is obtained at the 
site where it is most needed. The literature 
contains no reports of systemic activity re- 
sulting from local injections of triamcino- 
lone. 

The second motivation favoring intra- 
lesional over oral therapy in selected cases 
concerns the “rebound phenomenon” some- 
limes associated with orally administered 
corticosteroids. There are many reports cit- 
ing recurrence or exacerbation of condi- 
tions, particularly arthritis and _ psoriasis. 
after oral steroid therapy medication is with- 
drawn. It is not uncommon for conditions 
to recur in a more aggravated or severe [orm 
than before institution of therapy. This has 
not been a problem with local infiltration 
of triamcinolone. Remissions have been 
maintained indefinitely (up to 18 months 
of observation) in some patients. These 
lesions which do regenerate are usually re 
treated with equally successful results. 
Summary and Conclusions 

Triamcinolone was administered sub- 
lesionally to 48 patients with various derma- 
Results were 
satisfactory in 94 percent of those treated. 


toses of the legs and feet. 


Gratifying results were obtained in patients 
who had suffered from intractable psoriasis 
of many years’ duration, great cosmetic and 
psychological improvement being noted in 
these individuals. Side effects consisted 
mainly of atrophy, which was of insignifi- 
cant consequence in almost all instances. 
This administration, performed as directed, 
is recommended for a great number of skin 
disorders commonly encountered in’ podia- 
trv. 
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Management of Calcaneal Spur Inflammation with 


Triamcinolone Acetonide* 


THE list of indications responsive to treat- 
ment with corticosteroids is an ever-length- 
ening one. In addition to conditions of an 
arthritic nature,! a variety of other disorders 
in which inflammation is a factor, such as 
bursitis,* tendinitis* and inflammatory skin 
lesions,*> can be effectively controlled by 
steroid administration. 

The effectiveness of the steroids in arrest- 
ing the inflammatory process has in fact 
been enhanced when direct routes of admin- 
istration are utilized in preference to topi- 
cal or oral administration. By procedures 
such as intra-articular’ 7 and intrader- 
malt 5 injection of steroids, the drug can 
be introduced to the site of inflammation 
with undiminished effect, simultaneously 
avoiding many of the untoward effects 
characteristic of systemic administration. 

It was felt that injection of steroids at the 
site of inflammation might prove a valuable 
therapeutic measure in the symptomatic 
treatment of certain disorders of the feet, 
particularly in the management of calcaneal 
(heel) spur. This painful condition, which 
is often encountered among patients seen in 
podiatry practice, is caused by the develop- 
ment of a bony excrescence on the lower or 
plantar surface of the os calcis. Subsequent 
walking or standing with the involved foot 
causes the bony protuberance to bring pres- 
sure to bear on the surrounding tissue and 
plantar fascia. The inflammation which 
ensues causes pain, which is often severe. 

The following study represents an attempt 
to determine the value, in terms of effective- 
ness of relieving pain and arresting inflam- 
mation, of the direct injection of steroid 
for patients with calcaneal spur. 


Methods and Materials 
The Patients 
Results are presented for a series of six 
patients, five male and one female, between 
13 and 75 years of age. The patients were 
* Supplied for this study as Kenalog Parenteral by 


the Squibb Institute for Medical Research, New 
Brunswick, N. J 
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Budd H. Michael, D.S.C. 
Maywood, | 

seen in private podiatry practice. In each 
case, a diagnosis of calcaneal spur was estab- 
lished and confirmed by X-rays. The dura- 
tion of the disorder prior to treatment as 
described here varied from several weeks in 
one patient to 5 years in another. For some 
patients, longitudinal padding in the shoes 
of the affected foot had been prescribed 
previously to relieve the strain on the 
plantar fascia and lessen pain. One patient 
in this series had also been on a program 
of oral corticosteroids, but this provided 
only transient relief of pain and was con- 
sidered inadequate 


The Medication and Treatment 

It was decided to treat all patients in this 
study with direct injection of triamcinolone 
acetonide, 10 mg./ml., in the form of 
Kenalog Parenteral®'. A dosage of 0.5 cc on 
1.0 cc, depending on the severity of pain 
and extent of inflammation, was injected 
at a frequency of no more than one injec- 
tion per week. Duration of therapy varied 
from one to three weeks. In all instances, 
two or three injections sufficed, sometimes 
a single injection proving adequate. Only 
one patient required a total dose greater 
than 2.0 cc. 

Previous to the actual injection of the 
triamcinolone acetonide, the skin of the 
foot at the injection site was prepared sur- 
gically using septisol and alcohol. Next, 
the area was anesthetized locally with ethyl 
chloride to minimize pain of the injection 
itself. 114-inch needle, 23-gauge, was 
utilized to inject the drug. A medial rather 
than plantar approach directed at the tuber- 
osity of the calcaneus was found desirable 
as this avoided the possibility of hitting the 
medial plantar artery. The needle was 
inserted until contact was made with the 
bone, then withdrawn approximately 14” 
and the contents of the syringe injected 
slowly. Concomitantly, sponge rubber heel 
seats were prescribed for most patients. 


Rl E. R. Squibb & Sons, N. Y., N. ¥ 
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TABLE | 


Individual Response of Patients with Calcaneal Spur to Injections 
of Triamcinolone Acetonide 





Duration of 


Dose No. of Total Toxic 





Patient Sex Age Disorder (cc) injectionsDose _—_ Effects Response 
I M 57 2-3: mos. 0.5 2 1.0 None Excellent 
2 M 63 | year 0.5 5 1.5 None Excellent 
5 F 75 ! years 1.0 2? 2.0 None Excellent* 
1 M 50 3d years 1.0 5 5.0 None Excellent 
5 M 15 1-6 wks. 0.5 l 0.5 None Excellent 
6 M 13 1 mos. 0.5 = 1.0 None Excellent 





* Patient expired due to cardiac disease six months after end of therapy. 


Results 

Following are the case histories which are 
summarized in Table I. In every patient, 
symptomatic improvement in terms of re- 
duction of pain by 90 to 100 per cent was 
achieved with the second or third injection 
of triamcinolone acetonide. 

Case 1—Male, age 57, heel spur, medial 
tuberosity left calcaneous of 2 to 3 months 
duration. This patient received two injec- 
tions of 0.5 cc. triamcinolone acetonide. 
Pain improved by 75% following the first 
injection; by 90% following the second. 
Symptoms have not recurred and patient is 
able to carry on daily tasks without pain 
or discomfort. 

Case 2—Male, age 63, calcaneal spur, right 
heel of over 1 year duration. He received 
three injections of 0.5 cc. triamcinolone ace- 
tonide and pain improved by 90°; after 
third treatment. Patient is now totally free 
of pain and is able to work and stand up 
all day. 

Case 3—Female, age 75, now deceased, 
calcaneal spur, right foot, 4 years duration. 
She received two injections of 1.0 cc tri- 
amcinolone acetonide. The patient experi- 
enced 100% relief of pain by the second 
injection, even when bearing weight on the 
afflicted foot. The patient remained asymp- 
tomatic as regards her foot for the next 
six months, when she expired of cardiac 
disease. 

Case 4—Male, age 50, calcaneal spur with 
secondary osteophytic bone changes in the 
right foot, 5 years duration. He received 


802° 


three injections of 1.0 cc. tiamcinolone 
acetonide. With the third injection, the 


patient experienced 90°, relief of pain and 
was able to resume his daily occupation. 
Case 5—Male, age 43, calcaneal spur with 
secondary infero-medial tuberosity bursitis 
of 4- to 6-weeks duration. The patient had 
previously been on a regimen of 4 mg. tri- 
amcinolone per os, three times daily. When 
the patient had received a total of 64 mg. 
of the drug, therapy was discontinued but 
pain recurred after one week. A single in- 
jection of 0.5 cc triamcinolone acetonide 
was then injected into the foot. Within one 
week, all pain had disappeared. The pa- 
tient happily demonstrated his ability to 
stomp his heel. Pain has not recurred and 
the patient was able to resume his work. 
Case 6—Male, age 43. Acute, small heel 
spur of the right foot 4 months duration. 
rhis patient received two injections of 0.5 c¢ 
triamcinolone acetonide. Foot appliances 
and Ripple®-soled shoes were also pre- 
scribed. The patient noted 100° improve- 
ment following the second treatment and 
there has been no recurrence of pain. 


Discussion 

Several things appear significant in the 
responses of these patients to direct injec- 
tions of triamcinolone acetonide. Firstly, in 
no instance were toxic effects of any kind 
in evidence. Although the series is small 
this suggests the drug is well tolerated when 

: ys . . . 

injected at the site of inflammation in doses 
of up to 1.0 cc at any given time. Secondly, 
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reliel of calcaneal spur pain was dramatic 
and almost immediate—pain was actually 
lessened within approximately one minute 
Thirdly, 
direct administration of the drug by injec- 


after injection was completed. 


tion into the foot seems to provide distinct 
advantages in comparison to oral therapy 
with triamcinolone as regards symptomatic 
improvement and recurrence of pain. 

In approximately 50 per cent of patients 
there was pain at the injection site, but this 
Prior use 
of local anesthesia and employment of the 
medial approach when injecting can do 
much to minimize this pain. Triamcinolone 
acetonide also demonstrated a conspicuous 


never lasted more than 24 hours. 


absence of other untoward acute reactions, 
such as pain 48 hours following injection, 
and sloughing at the injection site, which 
this investigator has observed with other 
steroids, such as prednisolone. 

Because the experiences with triamcino- 
lone acetonide, as reported in this study, 
are based on a very small number of cases, 
any definite conclusion on the over-all effec- 
tiveness of this type of treatment must await 
further, more extensive study. 
that the excellent 
results seen in the limited number of pa 


It can be 
safely said, however, 
tients involved here suggest that triamcino- 
lone acetonide administered by direct injec- 
tion into the foot has great potential as 
palliative therapy for control of inflamma- 
tion and pain associated with calcaneal 
spur. 


Summary 

Results of treatment of six patients with 
calcaneal spur are reported. Triamcinolone 
acetonide was injected in doses of 0.5 cc. 
and 1.0 cc. directly into the foot, utilizing 
a medial approach. In every patient, excel- 
lent results were achieved in terms of reliel 
of pain. Two or three injections were sul- 
ficient to alleviate all pain and prevent 
recurrent episodes. As a result, patients 
were able to resume all normal activities. 
No untoward effects due to the drug could 
be observed. 


58 8. 19th Street. 
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—Proverbs 4:13 
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Painful Heel Spur Predisposes to 


THE importance of relieving a painful heel 
spur to prevent pathology in the opposite 
foot is shown in the case of this 55-vear- 
old male. 

Pain in the right heel had been diagnosed 
elsewhere by examination and X-ray as a 
calcaneal spur. Treatment then consisted 
of physiotherapy together with foam and 
sponge rubber padding in the heel but 
afforded very little relief. After several 
months of complaint, the patient decided 
that “he would have to live with it” and 
gave me a history of developing a gait which 
bore little weight on the affected heel but 
threw the maximum impact on the opposite 
foot in the metatarsal area. 

After approximately 6 weeks of this type 
of imbalance, he noted a dull pain on the 
dorsum of the second metatarsal of the left 
foot. Since he recalled no specific injury, he 
kept putting his weight.on this foot until 
it was too painful to continue walking. My 
diagnosis was march fracture from the 
history and X-ray examination. Examina- 
tion revealed considerable swelling over the 
dorsum of the foot with tenderness over the 
metatarsal region, more marked over the 
involved bone. On the plantar surface, 
tenderness was very slight. 

In march fracture, the X-ray appearance 
will vary according to the length of time 
that has elapsed since the onset of the condi- 
tion. Taken 2 or 3 days after symptoms 
appear, the X-ray is usually negative for 
fracture. By the 10th day after the initial 
complaint, the X-ray will reveal some evi- 
dence of a fracture line or some early callus 
formation. There is rarely any loss of align- 
ment of the fragments. After approximately 
3 weeks, the callus appears overabundant 
for the size of the bone involved and the 
size of fracture. 

Work involving long hours of walking or 
standing, especially on concrete floors, or the 
abnormal use of one foot, as in operating a 
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Fracture 


Milton D. Roven, Pod.D. 
Brooklyn, N.Y. 


foot pedal, may cause a march fracture 
The second or third metatarsals are the 
bones most commonly affected but the other 
three may be involved. Though fracture is 
generally on one metatarsal, it may occur 
simultaneously in two metatarsals, as in the 
third and fourth. The writer has seen 
patients recover from one fracture and soon 
after, have another occur in a neighboring 
metatarsal or in the opposite foot. 

The child’s foot may also be affected. 
Childress! reported a march fracture in a 
7-year-old child. Typically, there was no 
history of trauma except that the child had 
been walking on a concrete sidewalk one- 
half mile, three times daily. Childress states 
that had the patient been examined during 
the acute stage, a diagnosis might have been 
made of osteomyelitis or even osteogenic 
sarcoma. He concludes that march fracture 
should always be considered in osteoblastic 
lesions of the metatarsal bones, even in 
young children. Bernstein, et al,? reported 
724 march fractures in 692 patients. 
Krauz and Thompson reported 200 cases; 
Hulinger and Tyler reported 313. cases; 
Kernodle and Jacobs reported 82 cases. The 
writer, at a Marine activity on the West 
Coast,? saw 170 cases in approximately a 
l-year period. Every man who complained 
of pain and swelling on the dorsum of the 
foot was suspected of having a march frac- 
ture and X-rays were taken. 

The writer has described his method of 
immobilizing march fractures by the use of 
a leather shell strapped to the foot.* After a 
4-week period the same shell can be used in 
the shoe. 

In the writer's opinion,® pain in calcaneal 
spurs is really due to a bursitis in this area. 
Accordingly, ultrasonic energy was the treat- 
ment of choice, using an intensity of 2 watts 
per. sq. cm. for a 5-minute interval over the 
painful area two times each week. A direct 
crystal-to-patient contact was used. The 
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coupling medium was a_ hydrocortisone 
creme, Cort-Dome,®! the theory being that 
the ultrasonic energy might increase the 
permeability of the hydrocortisone. (Aldes,® 
in a paper entitled “Has Ultrasound Proved 
Successful in Clinical Medicine,” shows ul- 
trasonics flow effect had excellent drug dis- 
persing properties if applied immediately 
after a drug injection. A personal communi- 
cation from this investigator? states “In my 
experience, ultrasonic radiation does in- 
crease the permeability of the skin, thus 
allowing certain types of medication to 
penetrate into the underlying tissue.”’) 
Ultrasonic therapy was followed by felt 
padding anterior to the inferomedian process 
of the calcaneus extending to the middle of 
the metatarsal shafts. After 5 weeks of treat- 
ments a cupped heel spring appliance was 


®1 Dome Chemicals Inc., N. Y., N. Y. 


fabricated, the purpose of which was to take 
the weight off the painful area and reliev 
the process of the tension from the structures 
attached. 

Examination 8 months later showed no r« 
currence of the march fracture or heel pain 


1900 Albemarle Rad. 
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Ingrown Toenail and Hypertrophied Nail Lip 


Surgery by Electrolysis 


THE ingrown toenail is one of the most 
common conditions treated by the podia- 
trist. When this ailment is treated by 
merely removing a section of nail along the 
nail groove, in a matter of a few months 
time the ingrown nail usually recurs. Pa- 
tients having this chronic nail problem 
welcome a surgical procedure that results 
in permanent correction. 

The writer first described this nail tech- 
nique in 1935 at a New Jersey Chiropodist’s 
Society Symposium in a lecture entitled, 
“Negative Galvanic Current Used to De- 
stroy Nail Matrix.” Today, many podia- 
trists!:* are using this procedure in pref- 
erence to other techniques. The operation 
is an ambulatory, routine office procedure 
with minimal postoperative difficulty. In 
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addition to these advantages the patient 
loses little or no time from work. 

The description of reduction of hyper 
trophied nail lip is included in this paper 
because this condition is usually concomi 
tant with the chronic ingrown toenail. A 
good result is assured by permanent narrow 
ing of the nail in conjunction with reduc 
tion of the enlarged lip to normal size 


Nail Margin Adhesion 


Callus formation in the nail groove re 
sults from irritation of the nail side against 
the nail groove. The adhesion of the nail 
to the nail groove, besides being painful as 
the nail grows in length, eventually tears 
the skin, providing an avenue for infec 





tion. Nail adhesion to callus in the nail 
groove, in the writer’s opinion, constitutes 
a very large majority of the inflamed o1 
infected ingrown toenails. Nail margin 
adhesion would be a more accurate descrip- 
tion of this condition rather than ingrown 
nail. 


Hypertrophied Nail Lip 

When the inverted nail side presses 
downward into the nail groove, it not only 
deepens the nail groove but it also enlarges 
the nail lip. The enlarged lip now pre- 
sents an additional problem, as it is con- 
stantly being irritated by the nail edge as 
the second toe presses against it. 


Hallux Valgus Factor 

Valgus movement of the great toe, push- 
ing it against the second toe, is responsible 
for the lip being pressed against the nail 
edge. The friction of the nail against the 
nail groove forms callus. When this callus 
proliferates enough, it becomes attached to 
the nail. This interferes with normal nail 
growth. The writer’s impression is that 
about 90 percent of all ingrown toenails 
occur on the side next to the second toe. 


Hypermobility of First Segment Factor 

Hypermobility of the first metatarsal seg 
ment is the factor that is mainly responsible 
for the foot rolling medially. As the foot is 
about to leave the ground the great toe is 
in contact on its medial plantar aspect 
forcing the great toe against the second 
toe. Therefore, the ingrown nail and the 
hypertrophied nail lip can be directly at- 
tributed to the hypermobile first segment 
in many instances. “Balance therapy” is 
advised for these cases in conjunction with 
surgical correction of the nail and reduc- 
tion of the nail lip. 


Instruments and Material 
Materials required are: Galvanic Unit, 
Needle Holder, Birtcher® Needle #795-C 
(remove the white collar), syringe 1 cc. 
(tuberculin) , needle 26 gauge 1 inch, elec- 
trode (wet) 4x5 inches, Tensor® bandage 


3 inches x 214 yards, English nail forceps, 
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Fig. |. Fixing indifferent electrode 
(positive electrode) . 


blunt 1@ inch probe, Xylocaine®! 2°% with 
| to 100,000 epinephrine. Skin is prepared 
as usual for surgery and the site anesthetized 
with the Xylocaine by a local field block. 
Additionally, the end of the toe receives 
anesthesia. 


Surgical Removal of Nail Section 

Remove a longitudinal section of nail 
about 3/16 inch in width using a long- 
nosed English nail forceps. Cut a straight 
edge extending to the base of the matrix 
without cutting into the skin of the mantle. 
Jsing a blunt probe, dissect the dorsal 
tissue attached to this nail section and free 
the deep attachment. Remove this nail 
section by first placing the probe under the 
nail section and using it to forcibly peel 
the callus from the entire nail groove. Try 
to leave the callus attached to the nail. 
Check the base of the removed nail section 


Bl Astra Pharmaceutical Products, Inc 
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Fig. 2.—Electrolysis of nail matrix to 


prevent regrowth of removed nail 


section. 


to see that there is a 90° angle corner wher¢ 
it was cut away from the main nail plate. 
Remove the nail if 


additional corner of 


necessary. 


Negative Galvanic Procedure 
Positive Electrode: A moistened electrode 
approximately 4x5 inches in size is securely 
fastened to the plantar surface of eithe: 
foot with the 3 inch x 214 yards Tensor® 
(Fig. 1). 


the wet electrode when the current 


bandage \ny sensitivity unde 
is on 
means the bandage is loose or that a skin 
abrasion is present beneath the electrode. 
If so, tighten the bandage or change th« 


site of the electrode to the other foot. 


Negative Electrode: The 


#795-C electrode blade (saber) 


Birtcher® 
which has 
blunt edges is placed on all surfaces that 
the removed nail section contacted (Fig. 2) . 
Advance the galvanic current to 8 or 10 
When_ the 
heat sensation, reduce the amperage until 


milliamperes. patient feels a 
there is no discomfort. The average current 
strength used is 5 to 8 milliamperes. The 


milliamperage formerly used was 3 to 5 
m.a. which required more time and in- 
creased the possibility of undertreatment. 
Using a gauze sponge to exert pressur 
against the side of the needle improves 
current 
mined by 
tissue. 


contact. Exposure time is dete 


disintegration of the matrix 


Proceed until the electrode contacts 


Podiatry Association, November 196] 


the phalanx. It should feel denuded of all 
The flat blade 


felt sliding oven 


cartilaginous and soft tissue. 


of the electrode can be 
osseous area of the distal phalanx. Be cei 
tain that the extreme lateral corner at the 
base of the nail has been adequately treated. 
Phe nail bed and groove are also subjected 
Reduce 
the current to zero when withdrawing the 
The 


phase takes approximately 10 minutes fon 


to the current for about 30 seconds. 


electrode. entire negative galvanic 


one nail side. 


Reduction of Hypertrophied Nail Flap 

Insert the electrode into the distal por 
tion of the hypertrophied lip (Fig. 5). 
Guide the electrode into the center of the 
milli- 


abnormally sized lip. Increase the 


amperage to 5, and as the tissue softens, 


roll the electrode in a circular motion from 


/ 





Fig. 3. 


Reducing size 


of hyper- 
trophied nail flap. 


30 to 90 seconds, depending on the size of 
the flap to be reduced. Disintegration and 
liquefication of soft tissue occurs very 
rapidly. 

Before applying the dressing, it is advis 
ible to inject another cubic centimeter of 
Xylocaine to arrest hemorrhage and to give 
the patient an opportunity to reach home 
before the anesthetic wears off. 

A water-soluble ointment is applied ovei 
the weund and covered with enough layers 
of sterile gauze to absorb blood and exu 


dage that will drain from the wound. A 
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wedge of felt or cotton is placed deep in the 
web space between the first and second toe 
to keep the pressure of the second toe away 
from the lateral side of the great toe. A wet 


dressing is used in infected cases (Epsom 
salt solution or Furacin®? solution t.i.d.) . 
Non-infected cases are soaked once daily in 
saline solution to encourage drainage of 
exudate resulting from the negative galva- 


2 Eaton Laboratories. 


nism. Dressing should be changed twice 
weekly. The patient is instructed to wear a 
cut-out shoe. 


152 Market St. 
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Clinically Speaking 


A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 
histories will determine this section’s usefulness. 


Plantar Fistula—A Case Report 


Sam D. Zebrack, D.S.C. 
St. Louis, Me 


THis patient as first seen January 17, 1960 
with the complaint of severe tenderness in 
a tylomatous region on the plantar aspect 
of her left foot. Examination disclosed 
arthritic changes in hands and feet, ap- 
parently of a rheumatoid nature. The ty- 
loma in question seemed to make prominent 
the plantar aspect of the heads of the 2nd 
and 3rd metatarsals, though a similar ex- 
crescence of equal thickness was noted on the 
right foot as well. 

History disclosed that patient had previ- 
ously been under the care of an orthopedic 
surgeon who had prescribed her present foot- 
gear and who had advised her to have 
palliative treatment of these calloused areas 
periodically. 

The tyloma palliatively reduced routinely. 
However, as the nucleated area was removed, 
a whitish liquid oozed. A probe was inserted 
for about 14 inch into the tract which lay 
between the 2nd and 3rd heads and slightly 
anterior to their articulation with the base 
of their proximal phalanx. On withdrawal 
there was no blood on the instrument. 

X-rays were requested and one dorsoplan- 
lar view was taken with a wire probe 
inserted into the lesion to determine how 
far and where this opening ran. 
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The X-ray report was: The AP views ol 
the right and left feet reveal rheumatoid 
arthritic changes of the tarsi and metatarso- 
phalangeal joints with subluxation of the 
right 2nd and 3rd toes, and the left 2nd toe. 
\ metal probe was inserted into the fistulous 
iract on the plantar surface of the metatarso- 
phalangeal joint area of the left 2nd _ toe. 
Ihe tip of the probe passed to the plantar 
surface of the head of the second metatarsal 
bone, a distance of 1.5 cm. There is no 
demonstrable evidence of osteomyelitis 
noted at this time. 

Summary: The fistulous tract extends to 
the head of the left 2nd metatarsal, a dis- 
tance of 1.5 cm. 

Since there was no evidence of osteomye- 
litis, the possibility of an old injury site was 
then explored. Stabbing wounds into the 
sole of the foot can be the cause of sub- 
dermal keratolytic! fistulas. However, no 
history of such an accident could be found. 

Though this is not one of the normal 
sites for a sebaceous cyst, the possibility that 
this was the orifice of such a cyst was con- 
sidered, since a white fluid had oozed from 
the lesion. However, these cysts are usually 
painless,2 though in this location, pressure 
upon the sac could have caused pain on 
weight-bearing. No sac could be palpated. 

Local treatment with a water-soluble anti- 
biotic ointment and boric acid soaks freed 
the area of fluid, even when the channel was 
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held open and pressure expression was at 
tempted. 

The patient was referred back to her 
surgeon with a report of our findings, stating 
that in our opinion, excision of the lesion 
would leave the patient with a vulnerable 
scar. 

It was decided to treat this lesion me- 
chanically to avoid surgery, since “the cure” 
could easily cause more difficulty than the 
condition. She was then strapped and _ pad- 
ded accommodatively to avoid pressure of 
weight bearing. (The right foot was treated 
similarly.) 

One week later the patient returned 
asymtomatic, and the same therapy was re- 
peated. The patient was scheduled for im- 
pression for an appliance at the next visit. 
This was constructed to prevent stress to the 
2nd head and the interspace between the 2nd 
and 3rd metatarsals. The patient was then 
reappointed for 1 month, at which time the 
tyloma was noticeably thinner in texture, 
and though the orifice of the fistulous tract 
was open, it was clean with no oozing of 
fluid. Proper hygiene and the use of 
Panthoderm Cream®! was prescribed, with 
the patient to return periodically during the 
year for therapy. 

This case illustrates the many conditions 
seen by the podiatrist, where actually pin- 
ning down the etiology of the condition is 
impossible. This lesion could have been due 
to: (1) pressure necrosis from the sub- 
luxated 2nd digit, (2) an earlier case ol 
osteomyelitis, (3) secondarily infected cyst, 
(4) injury. 

Recognition of the extent of the lesion 
and watchful carefulness during care pro- 
duced a successful result, without resorting 
to surgery. 


6802 Gravois Ave. 
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Emollient Vitamin A Therapy 


William O. Wattling, M.T., D.S.C.* 


FOLLOWING is a summary of 13 cases of skin 
dryness treated at a state mental institu 
tion. No attempt has been made to separate 
these cases as to cause and it should be 
understood that their causes were varied 
Color slides were taken before and after 
treatment. Conditions were classified as 
follows: light, meaning local areas of dry 
ness about the foot; moderate, meaning 
areas about the foot and leg; severe, meaning 
areas about the foot, leg and body with 
heavy hyperkeratosis, crustings and/or fis- 
suring. 

Patients in custodial care receive, from 
necessity, less bathing than our regular office 
patients. Soaks of 15 minutes, without addi 
tives, were ordered followed by a brief scrub 
each day. Two weeks of this care showed 
little improvement. These patients were 
then ordered to rub, or have rubbed in, 
twice a day, Lowila Emollient®'. At the 
end of 2 weeks of this care, 11 of the 13 
cases had improved one grade. 

The two cases not responding and three 
of the others were then placed on vitamin 
\ therapy (A/50 Capsules®? 50,000 units 
b.i.d.). After the administration of 100 cap 
sules, our results were: two of the five had 
a most marked change and were noticeably 
better: one was less dramatic, and in two 
cases there was no visible change but we did 
observe a change in “feel” and texture 
which was deemed beneficial. 

Phis limited study suggests that a greate) 
and more detviled study would reveal that 
Lowila Emollient is of help in most types 
of dryness and that the effect is enhanced 
when combined with oral Vitamin A 
therapy. 

Suite 513, Breier Bldg. 


*Consultant in Podiatry, State Hospital, North 
Orofino, Idaho 

Rl Westwood Pharmaccuticals, Buffalo, N. ¥ 

2 Podiatrex, Glendale, Calif 
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President’s Message 
Podiatry Education 


During the coming year we shall celebrate the 50th Anniversary of 
our Association. In this short period of our existence, we have 
overcome many seemingly insuperable problems. 

Your Association labored, and continues to labor, to bring to our 
members dignity and security. We have endeavored, and continue to 
endeavor, to build a better profession to assure our stability. 

One of the many problems facing our profession, and one of the 
gravest, is the upgrading of our educational institutions. May we as 





individuals recognize our moral responsibilities. The process of 
providing better education, research, and finally, recognition begins with the podiatrist- 
chiropodist and not with theories or systems. Our profession is no better than the doc- 
tors who make it up, no wiser than the way they think, and no more sensitive than the 
way they feel. 

Our profession has made tremendous strides in the past decade and there are prac- 
tically no limits to the further progress it can make with a unified front. 

Podiatry-chiropody has reached another crossroads in its short history. As in all 
healing arts professions the Association is constantly striving to improve the quality 
of the profession’s educational system. This is your problem — our problem. We are 
privileged to play a part in its solution. 

Sterling M. M’Murrin, U.S. Commissioner of Education, Department of Health, Edu- 
cation, and Welfare, in a report to a congressional committee, made the following state- 
ment. His remarks could well have been directed to the profession of podiatry-chi- 
ropody. I quote, “We are not vet willing to invest in education that measure of our 
resources that will give us ... a guarantee of success. By resources of course, | do not 
mean simply financial resources. It is too characteristic of us to assume that money 


will solve all of our problems—money for more buildings, more research equipment, 
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more scholarships and fellowships, more teachers, and higher salaries. Money will solve 
no problems whatsoever without talent, energy, creative initiative, inspiration, and 
plain hard work. But our problems will not be solved without more money, and fa 
more, than is now being invested in our educational establishment. They will not be 
solved without those student loans, fellowships, and higher salaries. If we continue to 
pay only the price of second- and third-class education we will deserve to suffer the com 
parative decline of our intellectual life that will inevitably be upon us. If we intend to 
remain in the first rank of intellectual achievement, of scholarly and scientific and tech 
nological advancement, we must accept the fact that a larger share of our income than 
the allowance now made must be invested in education.” 

As a result of the foresight of Dr. Abe Rubin with his subsequent recommenda 
tions to the Board of Trustees and the Council on Education, action was taken at the 
1960 House of Delegates authorizing the establishment of the Special Commission on 
the Status of Podiatry Education. “The profession of podiatry recognizes that it has a 
major obligation to society to insure that there shall be an adequate supply of well 
trained professional people caring for the nation’s foot health problems. In accord. 
ance with this policy, the Special Commission on the Status of Podiatry Education is 
herein requested to examine, from a broad point of view, the profession’s educational 
program and advise steps necessary to improve this program.” 

Once again we are indebted to our Executive Secretary, Dr. Rubin, who, through 
personal friendships, was able to obtain the services of such eminent educators as Dr. 
William K. Selden and Dr. Lloyd E. Blauch. In turn they arranged for other eminent 
educators, Dr. I. L. Baldwin, Dr. Leland Powers, and Dr. George Guenzler, thus com 
prising the full Commission. The American Podiatry Association is grateful to these fine 
gentlemen for devoting their time unselfishly to aid podiatry in its quest to improve its 
educational standards. 

Our members are now aware that the Special Commission has completed its study 
and has submitted recommendations to the American Podiatry Association. 

The Board of Trustees and the Council] on Education are working diligently, imple 
menting many of the recommendations of the Commission. For example, work has 
already begun in developing an acceptable definition of the profession of podiatry as a 
distinct and identifiable branch of the healing arts. 

The report by Dr. Selden before the House of Delegates was enthusiastic and 
impressive. Consequently, the delegates showed an extraordinary brand of dete 
mination and conviction by voting a $10 assessment of all members each vear fon 
educational purposes. 

The Special Commission has enabled us to pause long enough to look back along 
the path—to re-examine ourselves—to determine whether the profession is meeting its 
current and prospective responsibilities and finally, to help bring the problems of podia- 
try education into sharper focus. The helmsman steers the ship more efhiciently if he 
takes an occasional look at the log as well as the chart and compass. 

At this time the eyes of every member should be focused on our objectives. “There 
is no time for selfish indulgence. I plead for each member to emphasize not what he will 
get, but rather the contribution he can make to the advancement of his profession and the 
public welfare. 

Over 400 years ago, Francis Bacon wrote: “I hold every man a debtor to his profession, 
from which men seek to receive countenance and profit, so ought they in duty endeavon 
themselves by way of amends to be a help and ornament thereunto.” 

In this way we as a profession will reach the apex in our development to bring better 
foot care to a foot-weary mankind. Rosert SHor, D.S.C 


Podiatry Association, November 1961 


81 | 





Introductory Comments to Discussion of the Report 


Of the Special Commission on Status of 


Podiatry Education 


Since the meeting this afternoon has 
been arranged to provide an opportunity for 
general discussion of the recently completed 
report on the present status of podiatry 
education, I am intentionally limiting these 
more formal remarks to only one or two of 
the basic issues confronting the profession 
of podiatry. By limiting my remarks I hope 
to give encouragement to an unrestricted 
discussion on the part of all present, of the 
recommendations contained in this report. 

If you could have heard any of the 
discussions at our commission meetings you 
would have appreciated that none of us were 
inhibited in considering and discussing is- 
sues related to podiatry education. This 
may be one of the factors why each member 
of the Commission—Dr. I. L. Baldwin, Dr. 
Lloyd E. Blauch, Dr. George E. Guenzler, 
Dr. Leland Powers and I—thoroughly en- 
joyed our assignment. I should be remiss if 
I did not also mention that we are grateful 
to Dr. P. R. Brachman and Dr. Abe Rubin 
for the assistance which they gave readily 
and willingly in response to any question 
which the members of the Commission di- 
rected to them. However, I must emphasize 
that we of the Commission collectively as- 
sume all responsibility for the comments 
and recommendations contained in the 
report. 

We are likewise appreciative of the very 
definite spirit of cooperation which the 
members of the Commission encountered on 
our visits to each of the colleges. The deans 
and those members of the faculties whom we 
met appeared desirous of helping us so that 
our report would be constructive and would 
lead to further improvement in education 
for the profession of podiatry. 

You will recall that our assignment from 
your Board of Trustees stated—“the Special 
Commission on Status of Podiatry Educa- 
tion is herein requested to examine, from a 
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William K. Selden, LL.D., Chairman” 
Washington, D. C. 


broad point of view, the profession’s edu- 
cational program and advise on steps neces- 
sary to improve this program.”” The Com- 
mission endeavored to follow this mandate 
even though in the time available it was not 
an easy task. 

Undoubtedly there are different phases of 
podiatry education to which some of you 
wish we had given more attention, and 
others regret that we did not make more 
detailed and specific recommendations. In 
contrast to this approach we considered it 
our mission to provide a broad outline for 
the profession so that you—its members— 
could more readily assume your individual 
and collective responsibilities in helping to 
improve the education for your profession. 

We endeavored to be direct in our obser- 
vations and recommendations and to de- 
scribe conditions as accurately as we saw 
them. We have anticipated that voices 
would be raised, if they have not already 
been heard, suggesting that the report will 
do more harm than good to podiatry as 
well as to the reputation of the members of 
the profession. Such a reaction is usual. It 
has developed in response to the significant 
reports made for other professions. We 
should not expect that podiatry would be 
an exception in this regard. 

In reply to those who might be unduly 
disturbed and fearful of a report which 
publicly describes weaknesses in an educa- 
tional program, I wish to emphasize the fact 
that a profession, to qualify for the distinc- 
tion of being called a Profession, must fill a 
position of public trust. Part of such trust 
entails public accountability. Consequently, 
this report is intended to advise not merely 
the members of the profession, but also the 
general public, what a commission com- 


“Formerly President, Illinois College, presently 
Executive Secretary, National Commission on <Ac- 
crediting. 
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posed largely of non-podiatrists considers to 
be the strengths and weaknesses of the 
educational program which prepares podia- 
trists for their service to the public. 
Improvements in the education for a pro- 
fession will not result by a profession avoid- 
ing consideration of basic issues, nor will 
support from without a profession be de- 
veloped if a profession fails to exercise its 
stewardship. Your Board of Trustees, acting 
on your behalf, had exercised stewardship by 
creating this Commission, on which I have 
had the sincere pleasure of serving, and by 
assigning it freedom to inquire and to report. 
Let us recognize frankly that our report 
will 
not sore feet. It is bound to bring at least 
a few disappointments and even criticisms. 
These manifestations are part of the strug- 
gle which must be faced whenever attempts 
are made to introduce improvements, es- 
pecially improvements which affect an edu- 
cational 


cause some worry and heartaches, if 


and 
undue criticisms will not encourage better- 
ment but will foster ill feeling and dissen- 
sion. and betterment in 
podiatry education will be developed most 
rapidly 


program. Recriminations 


Improvement 

if your profession provides the 
proper leadership in a committed and united 
manner. This observation leads me more 
directly to the report itself. 

As I have reviewed my printed copy and 
have restudied our observations and recom- 
mendations, I reminded of a 


musical composition in which a theme is 


have been 
stated at the beginning and then followed 
by a series of variations on the same theme. 
In this report, there are two main themes 
which are with each other. 
Whether attention is directed to the need 
‘for clearly developed and stated objectives, 
or to the appropriate organization and ad- 
ministration of the colleges, or to an ade- 
quate number 


interwoven 


and proper location of 
schools, or to facilities and libraries, or to 
accreditation, or to the 
Council on Education of the APA, or to 
external relations or to university affiliation 
matter to what items attention is 
directed, these two themes appear and re- 
appear. 


research, or to 


—nho 


To the initial reader the dominant theme 
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is that of money. It takes money to employ 
full-time faculty and administrative officers. 
It takes money to construct adequate facili 
ties and laboratories, clinics and libraries. It 
takes money to employ research personnel 
and to finance their studies and explorations 
It takes money to provide scholarships for 
students whose present numbers are insufh 
cient. It takes money to organize additional 
podiatry. It takes 


devise new curricula and to support gradu- 


colleges of money to 
ate and postgraduate education. In fact, it 
takes money to attract money for the 
adequate support of podiatry education 
Unquestionably some trustees of each ol 
the five colleges of podiatry have exclaimed 
-““if we only had a million dollars,” or with 
more recent increased costs—‘‘il only we had 
a couple of million dollars.” Such expres 
sions give recognition to the immediate and 
pressing needs of the colleges, and_ thes 
comments support what many will consider 
to be the dominant theme of this report 
There was no doubt in the minds of any 
of the that 


financial support is needed, and desperately 


members of the Commission 


needed to assist in the strengthening of 
podiatry education for the benefit both of 
the profession and of society. But I contend 
that this is the secondary or subordinat« 
theme compared to the really dominant 
theme of the report—that of personnel. 

moments let us consider the 


For a few 


implications of this statement. Among the 
qualities which the members of a profession 
must possess are knowledge and judgment 

qualities which are in demand in any society, 
and especially so as the society becomes mor« 
complex. We find today that in the midst 
of our rather sizeable unemployment we 
demands _ for 
individuals with knowledge and judgment. 


have widespread unsatisfied 
This situation prevails in all the professions, 
only in podiatry it is much more acute. 

First of all, each college of podiatry is in 
need of more students and a larger number 
who are more academically qualified 
Second, all colleges need a nucleus of full 
time faculty members who can devote their 
time and attention to purely educational 
matters—teaching, 


curriculum, course de- 


velopment, and educational planning. 
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Third, the colleges need to make a small 
number of appointments of individuals with 
abilities for research. Fourth, the colleges 
must have larger staffs of full-time admin- 
istrative officials who are prepared and 


capable of providing educational leadership 
and who can command respect from the 
faculties and students, from the members 
of the profession and other professions, as 
well as from manufacturers, foundation 
officials, and the public. Fifth, the boards 
of trustees of all the colleges must comprise 
individuals who have vision and imagina- 
tion, who are dependable and conscientious 
in fulfilling their responsibilities, who have 
a commitment to podiatry education of high 
quality, who are willing to spend consider- 
able time and effort to support its marked 
improvement, and who are prepared to 
make some difficult decisions on the basis 
of what is best for the public welfare. Sixth, 
all of these requirements are basic to a 
strong profession of podiatry with members 
who possess among other qualities—knowl.- 
edge and judgment. 

Money alone will not bring the results 
which the members of the Commission en- 
visioned and which the members of youn 
profession desire. However, money will help 
to make possible the attainment of these 
goals, provided there is vision and leader- 
ship which will attract the support of those 
who have money to contribute. Let us 
remember that vision and leadership depend 
upon personnel. Thus, the two major 
themes in the report are personnel and 
money and in this order of importance. 

In concluding these introductory remarks 
let me anticipate a question which is un- 
doubtedly in the minds of many of you and 
which was addressed to me by members of 
your Board of Trustees when several of us 
from the Commission met with them in 
June—where to begin when there is so much 
to be done? If personnel is basic to im- 
provement in podiatry education, from 
where does the expanded and strengthened 
personnel come? Strengthened and ex- 
panded personnel is needed among the 
student bodies, among the faculties and 
administrative staffs, and among the trustees. 
And the improvement of personnel in one 
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area is in turn dependent upon improve- 
ment in personnel in each of the other 
areas. Everything cannot be accomplished 
at once. There must be some priority of 
implementation. 

Responding to this anticipated question, 
I will state that the initial steps must be 
taken on many fronts simultaneously but 
that one which must be resolved first to 
make possible the eventual resolution of the 
others, is a strengthening of the boards of 
trustees. 

Final authority for the operation of each 
college rests with its board of trustees which 
is legally responsible for its operation, which 
appoints the chief administrative officer, 
which approves the appointments of faculty 
and staff members, which approves the plans 
and construction of physical facilities, and 
which is responsible for the fiscal solvency 
of the institution. A weak board of trustees 
usually means a weak and ineffective institu- 
tion, no matter what type of educational 
institution is involved. A responsible and 
effective board of trustees will generally 
insist on a strong college with reasonably 
adequate funds to support the institution. 
And a responsible and effective board of 
trustees is dependent upon personnel. 

From where can the impetus come to 
initiate all the improvements called for in 
this recent report? The Special Commision 
on Present Status of Podiatry Education 
believes that it will come initially froin the 
members--that is the personnel—of the 
American Podiatry Association. As we indi- 
cated in the conclusion of our report, the 
accomplishments which have already been 
attained in podiatry have largely been the 
result of the efforts of the profession itself. 
You have demonstrated capacity and will. 

For our part we have merely suggested 
ways for further improvement in podiatry 
education which deserves, and should be 
attracting, the support of others outside the 
profession. But this support will depend 
upon your initiative, your efforts, your 
further demonstration of capacity and will. 
I have no doubt that you will meet the 
common needs of your profession and ol 
our society. 

1786 Massachusetts Ave., NAW. 
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Pharmaceutical Preparations for the Profession 


Chairman, Counci 





Harry L. Hoffman, Ph.G., D.S.C. 


on Podiatry 


Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 


on their value and uses in everyday podiatry practice. 


This is 


a regular monthly column prepared from information furnished 


by the pharmaceutical house. 


We invite questions, which we 


shall endeavor to answer, or obtain the answer. 


Absorbine Jr. Liquid 
With the new medica- 
tions we oftentimes lose sight of the use of 


introduction of 


long established remedies that have been 
beneficial to mankind through the years. 
Absorbine Jr. liquid is such a product. It 
is a time-honored nostrum with some 
modern additions. 

Composition: Its active ingredients are 
wormwood, thymol, methol, acetone and 
chloroxylenol percolated and blended from 
the original formula of Wilbur F. 

Indications: 
relief of 


Young. 
For control of dermatomy- 
cosis, pain of insect bites and 
stings, sore leg muscles, burns, neuralgias, 
inflamed corns and bunions, sunburn, fis- 
sures and ankle sprain. 

Action and Uses: Chloroxylenol, known 
also as YG-7, kills fungi, vegetative bac- 
teria and spore forming bacteria. It is an 
effective antifungal, antiseptic when ap- 
plied to vesicles or pustules. As a wet dress- 
ing 1:10 Absorbine Jr. liquid is useful in 
reducing inflammation of 


ingrown nails 


and callused nail grooves. Foot fatigue 


pain is diminished and routine podiatry 
treatment is pleasantly terminated with 
Absorbine Jr. liquid. 

Administration: Apply morning and 
night to the feet for prophylaxis or as 
needed to curb infection. 

Supply: 
with a unique sponge applicator or a fam- 
By W. F. Young Co., 


In 1 oz., 2 oz., and 4 oz. bottles 


ily size 12 oz. bottle. 
Inc., Springfield, Mass. 


Fulvicin 


Description: This is griseofulvin, an 
antifungal antibotic which is orally effec- 


tive against superficial fungus infections 
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(ringworm) of the scalp, beard, body, 
hands, feet, fingernails and toenails. Orally 
administered griseofulvin is absorbed from 
the gastrointestinal tract and deposited in 
fungistatic concentrations in the newly 
growing skin, hair and nails which, with 
shedding or cutting, are replaced by nor- 
mal structures free from fungi. Results with 
Fulvicin therapy have been almost uni 
formly excellent, regardless of duration of 
the condition. Decrease or relief of itching 
and inflammation can be noticed within a 
few days. In some cases the skin may ap- 
pear normal clinically in perhaps 10 days. 

Indications: Tinea capitis, barbae, cru 
ris, corporis and pedis as well as onychomy 
cosis, when these conditions are caused by 
Trichophyton mentagrophytes, © rubrum, 
schoenleini, sulphureum, verrucosum and 
interdigitale; Epidermophyton — floccosum, 
or Microsporum gypseum, canis and au 
douini. Before Fulvicin therapy, it is ad 
visable to determine the responsible organ 
ism by suitable culture techniques. 

Dosage and Administration: 


tered orally in divided daily doses until at 


Adminis 
least 2 weeks after the patient shows no 
clinical signs of fungus infection, or after 
repeated laboratory tests 


prove negative 


for fungi. Adult dose, | em. daily is ade 
quate for most conditions. In severe cases 
or extensive infections, up to 2 gms. a day 
may be given initially, with reduction to 
1 gm. or less daily when definite clinical 
response is noticed. Children weighing 30 
to 50 Ibs., 0.5 gm. daily; children weighing 
more than 50 Ibs., 0.75 gm. daily. 

Usual Length of Therapy: Tinea corporis 
and cruris, 2 to 4 weeks; tinea capitis and 


¢ 


barbae, 4 to 6 weeks: tinea pedis, 3 to 6 
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or longer; onychomycosis, 4 to 6 months, 


although toenails often require 12 months 
or more. Should a plateau occur in re- 
sponse, a dosage of 2 gm. daily may ac- 
celerate recovery, folowing which it may 
be lowered to | gm. daily. 

Side Effects: Io date there have been 
minimal side effects which have proven 
transient. “There have been occasional re- 
ports of heartburn, nausea, epigastric dis- 
comtort and diarrhea. In a few cases urti- 
caria or drug rashes have developed. Jn 
such cases, the medication should be dis- 
continued. 

A few patients have complained of head- 
ache during the first week of therapy, and 
there have been occasional reports of leth- 
argy, fatigue and/or psychomotor inco- 
ordination following oral administration 
of Fulvicin. 

Precautions: Clinical studies with Ful- 


vicin to date have not revealed evidence of 
serious toxicity. As with any new medi- 
cation, patients on prolonged therapy 
should be kept under close observation. 
An accasional patient has shown a tend- 
ency toward leukopenia which promptly 
disappeared when therapy was discontin- 
ued. Therefore, it is suggested that com- 
plete blood counts be performed at inter- 
vals and patients be watched for sore 
throat, fever, or other abnormal signs ot 
symptoms. Although Fulvicin is derived 
from a species of Penicillium griseofulvium, 
a number of known penicillin-sensitive pa- 
tients have been treated without difficulty. 
Nevertheless, the possibility of a cross- 
sensitivity reaction to Fulvicin does exist. 
Supply: Fulvicin Tablets, scored, 500 
me., 
bottles of 30, 100 and 500. By Schering 
Corporation, Bloomfield, N. J. 


in bottles of 20 and 100; in 250 mg. in 





Edward Tornow 


Dr. Edward Tornow was born in Septem- 
ber, 1911, in New York, and died on August 
23rd, 1961 in Los Angeles. He received his 
preliminary schooling in Jersey City, New 
Jersey, and was a graduate of the Illinois 
College of Podiatry and Foot Surgery, with 
the class of 1937. 

Upon his death, he was Vice President of 
the Southern Division of the California 
Podiatry Association; State Public Relations 
Director; a Fellow in the American College 
of Foot Surgeons; Chief of Staff of the 
Podiatry Clinic at Cedars of Lebanon 
Hospital, of which he had been a member 
for 17 years; Lecturer on hospital pro- 
cedures and treatment of diabetic podiatry 
patients, and on rehabilitation for geriatric 
patients; and a member of Actors Equity. 


Dr. Tornow started the Hall of Science 
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in the State of California and was awarded 
Ist and 2nd prizes in 1959. He was the 
author of many articles on podiatry that 
appeared in the Journal of the A.M.A., the 
Journal of the A.P.A., American Druggist 
Journal, and the Nurses Journal. He had 
been Chairman of the Audio-Visual Com- 
mittee of the California Podiatry Associa- 
tion, and had been a delegate and alternate 
to the American Podiatry Association House 
of Delegates. He also held a_ teachers 
credential in adult education for both first 
aid and drama. 

Dr. Tornow was in Las Vegas making 
preliminary arrangements for the 1962 
Region 12 meeting when he suffered a heart 
attack. He succumbed a week later after 
being moved to a hospital in Los Angeles. 

He is survived by his wife, Hannah, and 
daughter, Guy. 


Vou. 51, No. 11, Journal of the American 

















Digests From The Literature 


Anyone wishing to read the complete article, if not available 
in your local library, may borrow it through interlibrary loan. 
A microfilm may be borrowed from the National Medical Lt- 


brary, Washington 


27, om. ©.,, 


or a photo-duplication may be 


obtained from that library. 


Anatomy 
Variations in the Second Metatarsal Bone 
in Man, Bhargava, K. N., and Malaviya, G. 
Indian J. Med. Sci. 15: 100-105, 1961. 
The second metatarsal, lying in the cen 
tral axis of the foot, has its base mortised 
between the medial and lateral cuneiform 
bones posteriorly and the first and third 
The many varia- 
tions ‘in its articular facets are seldom de- 
scribed. One hundred second metatarsals 
were studied from a collection of 


metatarsals anteriorly. 


dried 
bones and dissected cadavers. 

Among the variations noted were: 

1. Variations in respect to the basal ar- 
ticular surface for the intermediate cunei- 
form bone. The promixal surface of the 
base with the 
cuneiform bone was triangular in shape 


articulating 


an equilateral triangle in 12 cases, isosceles 
triangle in 55 (on the lateral side in 27 
cases and on both sides in 28) an isosceles 
in 31 with a convexity on the medial side, 
and 2 with all sides of the triangle unequal, 
and with irregular margins on the lateral 
and medial sides. 

2. Variations in respect to the articula 
facets on the medial side of the base—the 
small facet for the medial cuneiform, which 
is always present in normal cases, was ab- 
sent in 7 specimens and insignificant in 22. 
In the remaining 7] it was prominent, but 
in one-third was directed forward, and the 
remainder directed downward and forward. 

3. Variations on the lateral side of the 
base, which normally presents a dorsal and 
a plantar articular facet separated by a shal- 
low groove and each facet subdivided by a 
vertical ridge, had four types of deviations: 
the plantar facet was undivided (38) , or the 
dorsal facet undivided (2), or neither facet 
divided (6); or the groove between the two 
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intermediate 


facets was bridged by extension of the ai 


ticular areas (10 cases). There were even 
four different patterns of this bridge forma 
tion. 

t. Meany 


site and number of the nutrient foramina 


variations were noted in the 
situated in the middle of the lateral surface 
of the shaft. In 3 instances two nutrient 
foramina were present, and none in 5 others; 
the remainder (92) had a single foramen 
The site of the single nutrient was on the 
lateral (61), or medial (21) or dorsal (10) 
the shaft. Also, 47 
middle third of the shaft, and the rest in 


surface ol were in the 
the distal third, except for 4 at the proximal 
third. 

5. Variations existed also in the shaft, 
being normal in shape in only 62, with 
reduction in the dorsal surface in the others 

6. Variations in the region of the head 
were present in only 6 specimens, and of 
little significance; the articular surface was 
extended more on the plantar aspect than 
on the dorsal. 


Extra Centre Ossification for the Medial 
Malleolus in Children, Powell, H. D. W. J. 
Bone & Joint Surg. 43-B: 107-13, 1961. 

Two boys complaining of ankle pain were 
found to have centers of separate ossifica 
tion for the medial malleolus—bilaterally, 
although the pain occurred unilaterally in 
one patient. The first boy received an in 
jection of 25 mg. hydrocortisone acetate at 
the site of tenderness; 2 weeks later pain 
and tenderness were gone. Radiographs 5 
months later showed that the extra cente1 
in both of his ankles was becoming incor- 
porated in the normal lower tibial epiphyses. 
The second boy, with aching in both ankles, 
had a slight swelling on the inner side of the 
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right ankle. Radiographs showed a separate 


center of ossification for each medial mal- 
leolus, and a separate center at the tip ol 
the right lateral malleolus. Exarnination 6 
months later showed the ankles symptom- 
less, and normal medial malleoli of more 
adult appearance, with no ossification cen- 
ters now visible. However, the separate 
center for the right lateral malleolus was 
still present. 

A series of 100 children, aged 6 to 12 
years, without known disease or injury ol 
either ankle, were studied radiologically; 20 
showed extra centers—13 bilateral, 7 uni- 
lateral. When 50 adults, also without. known 
injury or disease of either ankle, were ex- 
amined radiologically, 4 showed separate 
ossicles—bilateral in only one subject. Since 
this variant occurs in a substantial propor- 
tion of normal children aged 6 to 12, and in 
a much smaller percentage in adults, it 
seems that most of the extra centers fuse in 
the normal malleolus during adolescence. 
Occasionally such centers remain separate 
throughout life. When an adult in whom 
this has occurred has been injured, this ab- 
normality may be misinterpreted as evi- 
dence of a previous unrecognized injury at 
that site, and could bring medicolegal im- 
plications. 


Circulatory Diseases 

A New Treatment for Nocturnal Leg 
Cramps, Perchuk, E., Weinreb, M., and 
Asku, A. Angiology 12: 102-84, 1961. 

Noctural leg cramps occur mostly in older 
persons, in cardiac patients, and in women 
during the last months of pregnancy. They 
may be the presenting symptom in patients 
with arteritis obliterans, deep thrombophle- 
bitis, varicose veins, osteoarthritis, and static 
deformities. The pain is considered due to 
intense contractions of muscle fibers. 

Methocarbamol (Robaxin®) was success- 
fully administered to 24 patients; results 
were excellent in 19 and satisfactory in 5. 
Tablets containing 500 mg. of methocarba- 
mol were administered, three tablets at bed- 


® A. H. Robins Co., Richmond, Va 
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time (1500 mg.), or one tablet four times 
a day, or two tablets every 4 hours. The 
only side effect was a mild gastric intoler- 
ance in one patient, which was relieved by 
an antiacid, Cramps usually ceased in 72 
hours after therapy began. The patients 
remained free of cramps for 3 to 4 weeks 
after discontinuing the drug. 

The drug compares favorable with qui- 
nine, without the serious after effects of the 
latter. Methocarbamol seems to suppress 
reflex skeletal muscle spasm at the level of 
the spinal cord, thereby blocking proprio- 
ceptive stimuli arising from ischemic con- 
ditions, imbalance in metabolism, and _ cal- 
cium-phosphorus imbalance, before they are 
able to trigger clonic or tonic contractures. 
In this group of patients, mostly aged 40 to 
80 years, the underlying causes were throm- 
bophlebitis and other vascular disorders, 
pregnancy, profound diuresis after admin- 
istration of Mercuhydrin, and miscellaneous 
disorders. 


Leg Ulcers in Rheumatoid Arthritis, Ben- 
inson, J., and Ensign, D. C. J.A.M.A, 175: 
137-40, 1961. 

Use of pressure-gradient therapy, a high- 
protein diet, and wearing of suitable shoes, 
together with moderate walking exercise, 
provided successful results in leg ulcerations 
in nine arthritic patients. These patients 
had rheumatoid arthritis, psoriatic arthritis, 
or rheumatoid-like arthritis associated with 
lupus erythematosus. Pain from the ulcera- 
tion was entirely eliminated by application 
of pressure-gradient dressings. 

Three grades of ulceration were treated: 
(1) Minimal ulceration (up to one-eighth 
of an inch in depth) , which healed in 3 to 6 
weeks after application of the dressing and 
rest in bed, or in 4 to 6 weeks if the patient 
was ambulatory. (2) Moderate ulceration 
(one-eighth to one-quarter inch in depth) 
in which pressure-gradient dressing and bed 
rest produced healing in 4 weeks, or if cur- 
tailed activity was allowed, healed in 3 to 6 
more weeks, or in 8 to 12 weeks in ambula- 
tory patients. (3) Severe ulceration (one- 
fourth inch or more in depth) in which 
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healing varied from 3 months under ideal 
circumstances, to over 1 year when ulcera- 
tion was much deeper. 

Poor healing occurring in arthritic pa- 
tients may be due to the usually associated 
anemia and a protein-poor diet. When a 
high protein diet is enforced, healing is 
more rapid. 

While the pressure-gradient booting is 
being worn and the ulcer is healing, meas- 


urements are made for pressure-gradient 
support. These supports are substituted for 
the booting as soon as healing takes place. 
Should pes planus develop, the patient 
should wear a comfortable shoe with a soft 


upper, and standard metatarsal bars at- 


tached to the outside of the shoe. The pa- 
tient each 
While 
sitting, the feet are not elevated, but are 


moves about for 5 minutes of 


30 minutes during waking hours. 


extended in front of the body, so that the 
support will not wrinkle and become un- 
comfortable. 

A wheel chair equipped with a foot- 
exercising device is prescribed for a patient 
with ankylosed knee joints. The patient 
wears the pressure-gradient support, and 
operates the foot exerciser as though walk- 
ing, for 5 minutes in each 30 minutes, to 
prevent lymphedema. 

The technic described must be performed 
by a skilled operator. 


Dermatology 

New Drugs and Developments in Thera- 
peutics, Council on Drugs’ Digest. J.A.M.A. 
176: 594-95, 1961. 

Griseofulvin, fungistatic rather than 
fungicidal, the first drug used systemically 
with success in treatment of superficial 
fungus infections of the nails and feet, has a 
narrow spectrum and is limited to species of 
Microsporum, Trichophyton, and Epider- 
mophyton. It should not be used until the 
causative agent is identified and known to 
be sensitive to this agent. 

Itching is allayed within a few days and 
erythema and scaling subside within two 
weeks. Although the most effective drug in 
therapy of fungus infection of the nails 
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(tinea unguium, onychomycosis), in some 
cases a plateau is reached after early im- 
provement and no further progress is made. 
Complete eradication requires 4 to 5 months 
in fingernails and 6 months or more in toe- 
nails. Supposedly, griseofulvin is deposited 
in the keratin precursor cells, so that as 
keratin is formed, the drug remaining in the 
cells makes the keratin fungal-resistant; the 
new growth is free of disease and keratin 
containing fungi is exfoliated and replaced 
by normal tissue. 


Minor side effects of the drug, such .ts 
headache, are common and sometimes se- 
vere, but usually end in | to 2 weeks, while 
treatment is continued. Serious side effects 
are uncommon. Occasionally maculopapu 
lar, vesicular, petechial and urticarial skin 
eruptions and overgrowth of Candida al- 
bicans have been reported. In a few cases 
epigastric pain, nausea and diarrhea may 
follow use of griseofulvin, and even reacti- 
vation of a long-standing colitis, and mental 
confusion. Fever, joint pain, lymphadeno- 
pathy, swelling of the hands and feet— 
resembling serum sickness—have been re- 
ported. Leukopenia has occurred. Periodic 
cell counts during griseofulvin is therefore 
advisable. 

Although griseofulvin, like penicillin, is 
derived from Penicillium, no evidence has 
been found that sensitivity to one of these 
antibiotics implies senstivity to the other. 


Griseofulvin: Low Dosage in Treatment 
of Dermatophytosis, Wechsler, R. L. Penn- 
sylvania Med. J. 64: 364-66, 1961. 

A group of 13 adults received smal] doses 
of griseofulvin for approximately one year, 
in treatment of fungus infection of the 
trunk, fingers, and feet—fingernails in 2, toe- 
nails in 2, and infections of hands, feet and 
nails in 9; all had existed for a number of 
years. Trichophyton rubrum was cultured 
the and skin of 12 and 
Trichophyton gypseum from toenails in one 


from toenails 


patient. 


Iwo patients with fungus infection of the 
skin, who received 250 to 375 mg. griseo- 
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fulvin daily, improved after 6 months of 
therapy. Toe webs always were cleared last. 
These patients continued treatment for 8 to 
9 months with this dosage; scaling occurred 
intermittently. The dosage was increased to 
750 or 1,000 mg. daily for 3 more months. 
Scaling ceased in one patient, but occurred 
occasionally in the other patient. Scaling 
recurred in both patients when treatment 
was stopped. Skin infections responded 
similarly in 9 patients who had infected 
nails also. Three patients with fungus in- 
fection of the nails seemed cured after 4 to 
5 months of treatment with 250 mg. daily, 
but one of these patients 3 months after 
discontinuing griseofulvin therapy had re- 
currence in the nails and skin of both the 
hands and feet, which. responded to 5 addi- 
tional months of treatment with 250 mg. 
daily. This patient is being maintained on 
that dosage. 

Eleven of the 13 patients have been fol- 
lowed for approximately one year. Four 
were cured in 4 months and stopped treat- 
ment. All patients improved except one 
having all toenails and the skin involved; 
1,000 mg. griseofulvin daily brought little 
change. Six of the 11 patients increased the 
dosage from 250 to 375 mg. a day to 500 to 
1,000 mg. daily, and showed improvement, 
but the nails and skin of 4 patients con- 
tinued to show some fungus infection. 
Patients on maintenance doses of 250 to 375 
mg. daily continued to show control or im- 
provement of the infection. All patients 
reported that excessive dryness of skin and 
pruritus disappeared in 3 to 4 weeks. Con- 
siderable time elapses before a normal nail 
grows out completely and before nail in- 
fection clears. The two patients who did 
best on small doses had almost complete 
self-evulsion or destruction of the nail 
caused by the infection. The suggestion is 
made that debridement of the nail may be 
a helpful adjunct in treatment of ony- 
chomycoses with low doses of griseofulvin. 
Although high doses bring improvement 
more speedily, the rate of cures is not in- 


creased. The dosage suggested is 750 to 
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1,000 mg. daily for 4 weeks of griseofulvin, 
and a maintenance dose afterward of 375 
mg. every day. 


Diabetes 

Diabetic Neurotrophic Ulcers of the Feet: 
Surgical Correction by Wedge or Pie-Resec- 
tion, McCullough, C. C., Jr. Missouri Med. 
58: 117-18, 1961. 

Amputation of the foot or leg, or pro- 
longed plastic procedures, are not always 
necessary in this disorder The lesions have 
been found to respond well to a limited 
excision of the area. Topical therapy is of 
no avail in these cases. Cross leg flaps are 
unsuitable, because of the long bed rest 
required by plaster immobilization of both 
legs. With use of wedge resection, healing 
takes place with delay, even though the 
resection was done in an area of neuro- 
trophic anesthesia. The principle is re- 
moval of the underlying mechanical cause 
of the skin breakdown in that particular 
area. 

The head of the metatarsal underlying 
the ulcer is resected, along with the necrotic 
tissue present. It is more satisfactory to 
resect the toe and metatarsal in its distal 
two-thirds, since the toe if left may be in- 
volved by bacterial invasion and neuro- 
trophic changes. The wound is closed with 
one or two sutures of silk or nylon, without 
subcutaneous sutures and the usual absorb- 
able skin closure. Skin sutures are removed 
in about two weeks. Coaptation of the two 
parts of the foot is accomplished during and 
after closure and the closure maintained by 
application of an elastic band dressing. 

Four cases, all with plantar ulcers, are 
reported, demonstrating the feasibility of 
limited excision. In one patient, with dia- 
betes for 25 years, because of severe neurop- 
athy, it was not necessary to use an anes- 
thetic; he felt no discomfort during the 
operative procedure. Satisfactory weight 
bearing was attained in about three weeks. 
Crutches were used for a few days. The 
lesions heal rather promptly, and the areas 
do not tend to break down. 
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Organization News 
Secretaries of local, state, regional, affiliated, subsidiary and other relatea 
organizations are invited to submit copy for these columns. 


District of Columbia Derby, at the National AAU Convention 
to be held on December 2, 1961 in Wash- 


ington, D. C. 
A contribution of $200 has been made 


The District of Columbia Podiatry So- 
ciety, at its October 1961 meeting, approved 
a $50 donation to each of the accredited 


° . ° : 2 
podiatry schools for the purpose of starting by the D. C. Podiatry Society to support 


an interest-free loam fund for the use of the scholarship program of the District of 
needy students, as advocated in the Selden 
report. The motion included a challenge 


to the societies of the 50 states and Cana- 


Columbia Society for Crippled Children. 
The program will permit selected techni- 
cians to receive instruction at the Whitley 
dian Provinces to follow this lead and Rehabilitation Training Center in Green- 


enna tite Gunstins. wich, Connecticut, which is supported by 


At a cost of $250, each state association the American Montessori Society. 
can begin to attract more and better stu- 
dents. If all states and provinces accept Minnesota 
this challenge, a fund upward of $2,500 pea The annual meeting of the Minnesota 
school will be raised. This should be suf- Podiatry Association was held in the lake 
ficient to start an adequate loan fund. and sporting country of Brainerd, Min- 

When the new school in Philadelphia is nesota. Dr. Clarence Aho was host. Dr. 
ready to accept students, undergraduate or Philip Brachman conducted a 2-day lecture. 
graduate, they will also share in this grant. Those attending spent half of each day 

The D. C. Podiatry Society is sponsoring enjoying the many recreation facilities. 
the annual ten-mile run, called the Bunion The following officers were elected: Presi 





“LIFE'S FOUNDATION — YOUR BABY'S FEET" is an our- 
standing and comprehensive booklet on the growth and care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 
Many Podiatrists- Chiropodists have received a copy of this booklet 
and have ordered them in quantity. For those of you who have not 
ordered and for those who wish to reorder, please clip the order blank 
below and mail with your check for your supply. 


WOMEN'S AUXILIARY 
AMERICAN PODIATRY ASSOCIATION 
(National Associaticn of Chiropodists) 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Please ship to me "Life's Foundation — Your Baby's Feet" in the quantity marked 


100 copies $4.00 O P. P. Prepaid 
500 copies 17.00 a) P. P. Prepaid 
1,000 copies 30.00 oO P. P. Prepaid 
5,000 copies 136.00 m7 Express Collect 
10,000 copies 250.00 0 Express Collect 
Check payable to Women's Auxiliary, APA, in the amount of $_____is enclosed. 


NAME 
STREET ADDRESS — 
CITY and STATE aemeiied 


~ SEE THE EXHIBIT AT YOUR REGION CONVENTION 
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dent, Ernest Ueland; President Elect, 
Robert Ray; Ist Vice President, Joe Thul; 
2nd Vice President Conrad Meints; Secre- 
tary-Treasurer, Edward Tarara; A. P. A. 
Delegate, Palmer Goulson and Region 6 
Delegate, Willard Olson. 

Minnesota again participated in the edu- 
cational program at the State Fair. Forty 
podiatrists and ten auxiliary women con- 
ducted the annual childrens’ foot posture 
examination. More than 1,600 children 
with their parents took advantage of this 
service. The MPA was commended highly 
by the State Fair Administration for this 
free educational program. 

New Hampshire 

Members of the New Hampshire Podia- 
try Association met at the home of Richard 
Descoteaux, Manchester, N. H., President. 
Guest speaker, George D. Krasner, M.D., 
Chief of Radiology Department, V. A. Hos- 
pital, gave an excellent review, concluding 
with a question and answer session. Follow- 
ing the scientific program, luncheon was 
served. 


Pennsylvania 


Northwestern Division 


The Northwestern Division of the Penn- 
svlvania Podiatry Association met on Sun- 


day, September 10, at the Elk’s Club in New 


Castle. Fifty-two members and guests were 
present. President Richard Wagner intro- 


duced Drs. Ralph W. Dye and Clarence 
Larson of Erie County Division, both 
charter members of the Northwestern Divi- 
sion. Drs. Chester Rossi and Quinton Craw- 
ford gave a report on the House of Dele- 
vates meeting in Philadelphia. Dr. John 
Petrus of Erie county Division and Presi- 
dlent-elect of the state society, gave a report 
on state and national affairs. Dr. Ralph 
Orr gave a very interesting and informative 
talk on “Diagnosis” and showed color slides 
of actual cases taken in his office. 

Following the meeting a social hour tor 
members, wives and guests was held at 
Shady Haven, the home of Dr. and Mrs. 
j. D. Fletcher. 





Session to be held at the College 


Come to learn from— 





Illinois College of Chiropody and Foot Surgery 
GOLDEN ANNIVERSARY YEAR 1912-1962 


Invites all of its Alumni and all other members of the A.P.A. to attend a Post Graduate 


JANUARY 19th-20th-21st, 1962 


DR. RALPH W. DYE—Flexible Strapping 
DR. IRVING YALE—Practical Roentge nology 
DR. RICHARD O. SCHUSTER—Orthopedics 
DR. LYLE R. McCAIN—Foot Surgery 


Your only fee—including a cocktail party and other features will be a minimum donation 
of $50.00 to the educational Fund of the Illinois Alumni Foundation for 1962. 
wives and secretaries also admitted without a fee. 


Make your donations payable to Alumni Foundation of |. C. C. and F. S. 


Write at once for your registration and hotel accommodations to 


DR. P. R. BRACHMAN—Post Graduate Chairman 
1327 N. Clark St., Chicago, Illinois 


Your 
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_Announcing 


An Officially Sponsored 
GROUP PLAN 
OF 


PROFESSIONAL OVERHEAD 
EXPENSE INSURANCE 


Carn 


DESIGNED TO ENABLE YOU TO KEEP 
YOUR OFFICE OPEN IN THE EVENT 
OF YOUR DISABILITY WITH 
TAX DEDUCTIBLE PREMIUMS. 


— 


For Full Details 
Write 
APA GROUP INSURANCE PROGRAM 
3301—16th Street, N.W. 
Washington 10, D. C. 




















Podiatrv Association, November 1961 


823 








Tennessee 


Memphis 


At the September meeting of the Mem- 
phis Chiropody Association the following 
were elected to office: President, Stephen 
A. Lamm; Vice President, Robert H. Gold, 
and Secretary-Treasurer, Donald R. Skwor. 

The series of 50 slides, purchased by the 
group from the Audio-Visual Council of 
the parent organization, has been well re- 
ceived by public groups when shown as an 
illustrated lecture. 


Washington 


The Region 7 Convention will be held 
in conjunction with Seattle’s World Fair 
“Century 21” on May 4, 5 and 6. Chairman 
Salter announced that Dr. Lester Walsh 
will be the principal speaker. 

Six podiatry regional directors for Civil 
Defense were announced by state President 
Routh. These directors will work with Drs. 
Watters and Armstrong, who are on the 
“State Steering Committee” of medical and 
paramedical professions for Civil Defense. 
Several podiatrists are taking the “Instruc- 
tors Course” in Red Cross Basic First Aid 
for teaching, and all podiatrists have been 


“Win ed Soot 


4 





Produced under a grant from 


PodiatRex, Ltd. 
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urged to renew their basic First Aid course 
as recommended by the A.P.A. 

Decision was made to retain a qualified 
editorial writer of the “Washington State 
Labor News” newspaper to represent the 
podiatry profession in labor circles and to 
write regular articles in that widely read 
paper. It is felt that this action will en- 
hance our position for securing the desired 
medical insurance legislation during the 
next State Congressional sessions. 


A.C.F.O. 

The Tenth Anniversary of the American 
College of Foot Orthopedists was observed 
at its recent annual dinner, held in Miami, 
Florida. Officers elected were as 
President, Jack Stern, Chicago, 
President-elect, Herman L. Siegler, Levit- 
town, L. I., New York; Vice President, Joy 
E. Adams, St. Petersburg, Florida; Vice 
President, Joseph R. Cinzio, Passaic, New 
Jersey; Secretary, Robert R. Jacobs, Thiens- 
ville, Wisconsin; Treasurer, D. A. Goodwin, 
Marion, Ohio; Trustees, L. B. Thompson, 
Kenosha, Wisconsin, Morris Haas, Albu- 
querque, New Mexico and Arthur Helfand, 
Philadelphia, Pennsylvania. 


follows: 
Illinois; 


A plaque was presented to Retiring Presi- 


FOR 
PUBLIC EDUCATION 
16 mm color-sound film 
Cleared for TV 
Running time 13!/2 minutes 


Bookings are heavy—Allow 
60 days advance notice 


Members, state and local groups 
are urged to purchase prints 


Write A.P.A. Headquarters 
enclosing check for $70.54 
per print 
(This includes postage) 

2\/. weeks delivery 


Write for discount 
on quantity orders 
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dent Murray Bromberg for his outstanding 
service to A.C.F.O. Drs. L. B. Thompson 


and Herman L. Siegler received keys, attest- 
ing to their excellent work during the years 
1960-61. 


Third Annual Golf Tournament 

The third annual A. P. A. National Goll! 
Tournament was held in connection with 
the Annual Meeting, August 1961, at the 
Westview Country Club, Miami, Florida. 
Contestants included 25 men and 3 women. 
Co-Chairmen of the Golf Committee were 
Drs. D. Alexander of Cicero, Illinois and 
M. Kleimann of Miami, Florida. 

Awarded trophies were the following: 
Dr. C. Leydecker, St. Louis, Missouri, won 
the roving trophy for Low Gross Score with 
an 83; First place in Division A was won 
by Dr. R. Wysocki, Toledo, Ohio and Drs. 
A. Ruday and H. Larsen tied for Second 
place in this division; First place in Division 
B, Dr. Robert Roberts, Findlay, Ohio, and 
Second place to Dr. J. Tredway, Seattle, 
Washington; First place, Division C, Dr. 


Edward Ganny, Washington, D. C. and 
Second place, Dr. F. Gamble, Tucson, Ari- 
zona. Since there was only one entrant in 
Division D, First place was won by Mark 
Rappaport, a student at Ohio College. 

In the Women’ Division, Mrs. Jean Ny- 
man won First place and Mrs. Romaine 
Gamble, second place. Trophies were 
awarded at the Inaugural Ball on Monday 
night, August , 1961. 

Special prizes awarded were: Men's 
Longest Drives, Wyatt Cox, Ohio College 
student, 260 yards; Women’s Longest Drive, 
Mrs. D. Potter, Ft. Bragg, North Carolina, 
180 yards; Closest to Pin, Dr. B. Niswonger, 
Jackson, Tennessee, 20 feet, 5 inches. 


Appointment 

Dr. Richard A. Cole was recently ap- 
pointed to Commander in the Podiatry 
Section of the Medical Service Corps, United 
States Naval Reserve. In preparation for 
selection, Dr. Cole completed several pro- 
fessional courses of study under the Naval 
Reserve program, including Aviation Medi- 
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cine, Submarine Medicine Practice, Com- 
bat and Field Medicine Practice, Manual 
of the Medical Department-1, Medical De- 
partment Orientation, and Control of Com- 
municable Diseases in Man. 


Commander Cole is attached to Medical 
Specialist Company 5-6, Washington, D. C. 
He is a member of the District of Columbia 
Podiatry Society, and the American Asso- 
ciation; past president of the Military As- 
sociation of Podiatrists and past president 
of the Board of Podiatry Examiners in the 
District of Columbia. 


A.A.P.P. 

Newly elected officers and Board of Di- 
rectors of the American Academy of Psycho- 
somatic Podiatry for the coming year are 
as follows: President, George C. Custer, Chi- 
cago, Illinois; President-elect, M. C. Nud- 
dleman, Oakland, California; Past Presi- 
dent, Jack T. Sanders, Albany, California; 
Vice President, Earl Sheff, Charleston, West 
Virginia; Secretary-Treasurer, Myron 
Simon, Anaheim, California. 

Dr. Custer spoke at the 49th Annual 
Meeting of the A. P. A. in Miami Beach, 
Florida. Many podiatrists expressed in- 
terest in this group and any questions may 
be addressed to the secretary. 


National Board of Chiropody 

The National Board of Chiropody Ex- 
aminers will conduct a 4-day examination 
in recognized colleges. Part I will be given 
on March 26 and 27, 1962, and Part II on 
March 28 and 29, 1962. The fee will be 
$25 for each part. 


If you are a graduate of a recognized 
college, you will be able to take this ex- 
amination. If you are now practicing o1 
have practiced, you must present evidence 
of professional and moral fitness from your 
local and state society; also from the secre- 
tary of the board of examiners of your state 
in which you practice or have practiced. 

The state boards that will recognize the 
National Board examination as their writ- 
ten examination are as follows: Arkansas, 
Hawaii, Idaho, Illinois, Iowa, Minnesota, 
Mississippi, Missouri, Nebraska, New 
Hampshire, New Mexico, North Carolina, 
North Dakota, Pennsylvania, South Caro- 
lina, South Dakota, Wyoming, British Co- 
lumbia, and Ontario. Other boards are 
now contemplating the recognition of the 
National Board examination. 

If you wish to receive the 8-page booklet 
regarding the National Board examination 
and an application, contact the dean of any 
one of the five colleges or Dr. L. A. Hansen, 
800 Professional Building, Kansas City, Mis- 
souri. The fee and application must be re- 
ceived 30 days prior to the examination 
date. 


Appointments to Test Committees 


The National Board announces the ap- 
pointment of two more members to its test 
committees. They are as follows: Bacteri- 
ology — Manuel B. Rodriguez, M.D., Ohio 
College, Cleveland, Ohio; Pathology — Wil- 
liam Hoffman, M.D., Ohio College, Cleve- 
land, Ohio. 
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OINTMENT 


pioneer topical cod liver oil 
therapy . . . rich in vitamins 
A and D and essential unsatu- 
rated fatty acids 


Federation Meeting 

At the 26th Annual Meeting of the Fed- 
eration in Miami, Florida, the following 
officers were elected: President-elect, Francis 
Schwarz, Troy, New York; First Vice Presi- 
dent, Julius Citron, Phoenix, Arizona; Sec- 
ond Vice President, H. A. McAninch, Spar- 
tanburg, South Carolina; Third Vice Presi- 
dent, R. E. Tanner, Indianapolis, Indiana; 
Secretary-Treasurer, L. A. Hansen, Kansas 
City, Missouri; A. G. Kalin assumed the 
ofhce of President for the ensuing year. 
M. K. Upshaw is the retiring President. 


National Board Meeting 

The National Board held its 6th Annual 
Meeting in Miami, Florida. The following 
officers were elected: President, M. H. 
Gennis, Tulsa, Oklahoma; President-elect, 
Robert Stess, Perth Amboy, New Jersey; 
Vice-President, Samuel Brezak, Brooklyn, 
New York; Secretary-Treasurer, L. A. Han- 
sen, Kansas City, Missouri; Executive Com- 
mittee, LeRoy Numbers, Chicago, Illinois 
and Edward Tarara, Rochester, Minnesota. 
Pierce Nelson is retiring President. 
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Communication from 
the 
Profession 
To the Editor: 

I have just finished perusing the report 
of the “Selden Commission” on_ podiatry 
education for the ’60’s. It is a masterful, 
clear, concise and accurate appraisal of ow 
educational picture, performed by qualified 
and disinterested parties who are experts. 
Apparently there are some members of our 
organization who feel a frank, honest ap- 
praisal of our educational status would be 
in order—to the extent of authorizing the 
expenditure of moneys and time to come up 
with some answers and recommendations. 

For a long time I, as well as a small seg- 
ment of our profession, have felt that there 
were some vast inadequacies in the educa- 
tional training of our profession. 

At the outset I most heartily concur with 
the Selden Commission recommendation 
that there be an agreed upon, universal 
definition of our profession and scope of 


practice. In reviewing the past, I believe 
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flamed, itchy, eczematous and allergic skin conditions 
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there have been entirely too many different 
definitions of podiatry (chiropody), depend- 
ing upon geographical location, state licen- 
sure limitations and individual practition- 
ers. The first definition, which was some- 
what proscribed by the Council of the 
A.M.A., was that we were a handmaiden 
ancillary to medicine, filling a void that was 
neglected by medicine. This, in simple 
terms, implied that we would care for 
lesions that medicine was too proud, or felt 
were too insignificant to care for. Essenti- 
ally that meant superficial excrescences, 
minor ingrown toenails, appliances and basic 
physiotherapy. That definition restricted 
the maneuverability and scope of practice, 
but was accepted by the vast majority of 
the profession and they were happy with 
the definition. 

As educational standards and require- 
ments increased, there were certain requests 
for increased scope of practice. In certain 
areas these were granted: Le., X-ray, 
narcotics, antibiotics, surgery, diagnostic 
tests, internal antiseptics and analgesics, 
etc.—in a great many instances, not without 
a great amount of struggle from other 
professions and even our own profession. 





Athletes Foot! Horrible 


Example 

Living matter decays if deprived 

of air. Horrible example is Ath- 

* letes Foot! Toes close together, 

no air reaches skin between 

them, decay starts Athletes Foot! 

Baltor Bracelet separates 

toes, lets air reach dark, hot, 

"moist skin . . . for healing and 
aeration. Helps prevent Athletes Foot. 

BALTGR BRACELET 


3800 Poplar Avenue, Brooklyn 24, New York 











Now to get back to the crux of ow 
definition problem. From my humble ob- 
servation, there apparently are several ap- 
proaches. I believe that the above stated 
definition is accepted by the majority of 
practitioners, other professions, and the 
public. I have been somewhat of an idealist, 
and I believe that there is an increasingly 
large segment of our profession that would 
like to see that definition enlarged, based 
upon the foundation of adequate educa- 
tional background and clinical training, 
ultimately be defined as Medicine and 
Surgery of the Foot. 

In the problem of definition of terms, 
we are faced with the prior definition of 


to 


“Profession.” The term profession, as dis- 
tinguished from trade or business, entails 
education, training, licensure and above all, 
responsibility. If we envision ourselves as a 
profession, we will then have to ultimately 
assume full responsibility for that organ 
called the ‘‘foot.’’ Therefore, we will eventu- 
ally have to be physicians and surgeons of 
the foot, with the finest educational and 
clinical training for that responsibility. 

I know that there are a great number of 
members of our profession who earnestly 
feel that there is now, and will be in the 
future, a genuine need for a profession that 
will be competent and responsible for all 
diseases of the foot. 1 know Medicine would 
like to see that come about. 

Ophthalmologists limit themselves to the 
eye, whereas in previous years, they included 
the ear, nose and throat (e.e.n.t., now 
usually e.n.t.). There is a possibility that 
there might emerge a_ profession, limiting 
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itself to diseases of the foot, with an M.D. 
degree; 1 year of internship, 2 years of 
residency, as an orthopedist and 1 year 
limited to diseases of the foot. This is a 
possibility that may confront us from mal- 
content orthopedic surgeons who are rec- 
ommending such a course for newer ortho- 
pedists. If that should happen, we would 
automatically be limited to the prior defini- 
tion. I would not like to see that happen. 
It must not happen. 

There is another segment of our pro- 
fession that has taken the first definition 
and organized the chaos and administering 
of such a practice, with the addition of 
preventive podiatry, to a fine point wherein 
such a practice can be highly successful if 
efhciently operated on sound business princi- 
ples, with practice management and control. 
This is another definition and a step in the 
development of our definition. 

I subscribe to the ultimate, or ideal, as | 
believe a great many more in the profession 
are eventually accepting that podiatry in the 
‘60's will be defined as Medicine and Surgery 
of the Foot. 


In order to lay the proper foundation for 
such a definition, the report of the Selden 
Commission on the Education of Podiatry 
in the ’60’s is a firm base with its clear-cut 
recommendations for improving our educa- 
tional plants, faculty, calibre of student, 
curriculum and clinical training. To im- 
plement their recommendations, | believe 
that we cannot proceed in many directions 
simultaneously. It goes without saying, that 
we cannot bring all of our schools and 
training programs up to acceptable stand- 
ards for the recommended definition. We 
should decide on one school that most nearly 
approaches our minimum requirements, 
and then devote our entire financial effort 
to making that school acceptable. Then 
proceed to one school at a time. 

1 believe most strongly that we can 
achieve all of our goals, ideals and aspira- 
tions for our profession, if we concentrate 
on our educational plants, clinical training 
facilities, and hospital facilities to prepare 
ourselves for these responsibilities. 

Willard W. Fine, D.S.C 
Columbus, Ohio 
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Their outstanding, skilled craftsmanship in the appliance of old-fashion and mocerr 
hand-made foot appliances for any kinds of deformity as well as Balance Iniav: 
Levy and Bi-Plane or Forefoot Balancer; Celastic, and arches of oak sole leather with 
blue tempered steel springs; also flexible type of supports of cork and rubber. 
We also construct any type of stainless steel plates. 

The priceless knowledge and experience which we learned and inherited from our 
fathers enable us to be very proud of our scores of years in orthopaedic work. 
Every appliance constructed in our laboratory is hand made. We DO NOT HAVE 
ANY STOCK APPLIANCES OF ANY KIND. 

lt is our proud privilege to serve you and the profession in your every need and we 
look forward to hearing from you in the near future. Write for our literature 





LEVY & RAPPEL, INC. cricnecdic” tpptiance 


384 COLUMBUS AVENUE NEW YORK 24, N. Y. 
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Women’s Auxiliary Message 


Barcelona, Spain 


Sometimes we can see more clearly when 
standing afar. Being here in Europe and 
looking at the differences of chiropody- 
podiatry in the Old Country, as contrasted 
to that of the United States, the progress 
of our profession stands out sharply. 

The conditions of our professional person 
are of such greater elevation that one begins 
to wonder why the difference. The realiza- 
tion must come to all of us that our profes- 
sion has made these great strides by fighting 
for them. Advancement can only come from 
within, and again it means that the stronger 
our National organization, the stronger will 
be our profession. A complete professional 
organization must have an active and strong 
Women’s Auxiliary to help do jobs in 
public relations, as well as that of internal 
progress, such as aid to our schools. In this 
field, we in the \uxiliary are preparing to 


help the students by the Student Emergency 
Fund. 

This is but a beginning in the aims of 
the Women’s Auxiliary to assist the APA- 
NAC in furthering the advancement of the 
profession. 


Mrs. Fred G. Broun, President 


—Legal and Legislative 


Delaware 


Changes were made in the Delaware 
Practice Act relating to fees for examina- 
tions, re-examinations and renewal of certifi- 
cates. These fees were increased from $25 
to $50; $2 to $25, and $3 to $10, respec- 
tively. 





Are you familiar with the savings possible 
through Association Insurance Plans? 
Write APA Office 


for information 











The Audio-Visual Council Announces 


A Dramatic New Filmstrip 





FOOT HEALTH 


32 frames in full color with a 331 rpm unbreakable vinyl record 


1. Completely New 


2. Depicts Many of the Common Foot Problems 


3. 32 Frames in Color 


4. Unbreakable Vinyl Record 


5. Written Script 


EXCELLENT FOR YOUR PUBLIC EDUCATION PROGRAMS 


Can Be Used For: High School and College Classes 
Industrial Health 


Geriatrics 


P.T.A.’s 


TOTAL PRICE: $12.00 plus mailing costs 
Write APA Headquarters for your kit now 


NOTE: This complete kit is also available in 32 individual mounted 2x2 slides with 
3-3/4 tape recording: PRICE: $20.00 plus shipping charges. 
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Gift Subscriptions 


Remember your professtonal colleagues 
and hospital and institutional libraries at 
the Christmas Season with a gift sub- 
scription to the JOURNAL of the Amer- 
ican Podiatry Association. 


Deaths Reported 


a 


Jacob P. Barbey 
Brooklyn, N. Y. 


Stanley B. Klein 
Uniondale, L. L., N. Y. 


Frank C. Nastrey 

Bridgeport, Conn. 
Dr. Nastrey died at the age of 68. He 
was a member of the county, state and 


If your order is received at A.P.A. 
offices before December 20th, a suitable 
card announcing your gift will be sent 
to the recipient advising him that his 
subscription will begin with the January 
issue. 


national societies and had practiced in 
Bridgeport for 47 vears. 
Robert J. Smith Special rates for gift subscriptions: 
Passaic, N. J. 
Chiropody student, Robert J. Smith, 22 


1, 2, 3 or 4 subscriptions—$7.50 each 
5, 6, 7, 8,9 or 10 subscriptions—$6.50 
each 


oe Nees 


years old, was found slain on the rear lawn 
of the John Hay High School in Cleveland, 
Ohio. He had been. stabbed once in the 


11 or more subscriptions—$5.00 each 


Just send a letter with names and 
addresses of the recipients, include your 
check, and we will do the rest. 


chest. He was apparently stabbed as he 
walked home from his job at a drugstore 
Mr. Smith was a sophomore at the Ohio 
College of Chiropody. He is survived by his 
mother, Mrs. Joseph Smith, 


Members, local groups or state socteties 
may order. 





FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 
and an inlay made to fit its 


special requirements 


The laboratory of 


CARL G. BERGMANN, D.S.C. 
5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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Dates te Remember 


EVENTS 


Annual Foot Health Week 
May 11-18, 1962 


American Youth Foot Care Week 
Oct. 15-20, 1962. Sponsored by Ameri- 
can Foot Health Foundation. 





MEETINGS 
American Podiatry Association 


Fiftieth Annual Meeting 
Washington, D. C., Aug. 16-21, 1962 
Shoreham Hotel 
Seward P. Nyman, Convention Manager 
3301 16th St., N.W., Washington 10, D. C. 
Michael I. O’Connor, Exhibit Manager 
428 E. Preston St., Baltimore 2, Md. 


Region One 
(Conn., Maine, Mass., N. H., R. L., Vt.) 


Region Two 

(New York) 
New York, N. Y., Feb. 23-25, 
Barbizon Plaza Hotel 


Mr. Gilbert Hollander, Convention Mgr. 
30 Central Park South, New York 19, N. Y. 


1962 


Region Three 
(Del., Md., N. J., Pa.) 
Atlantic City, N. - 
Ambassador Hotel 
Bernard C. Egerter, Gen. Chairman 
909 Empire Bldg., Pittsburgh 22, Pa 


J., Apr. 26-29, 1962 


Region Four 
(Ohio) 
J. Edwin Farmer, Ex. Sec. 
Fifty W. Broad St., Columbus, Ohio 





Region Five | 
(I1l., Ind., Mich., Wis.) : 
Midwest Podiatry Conference ; 


Chicago, Ill., Mar. 16-18, 1962 
Sheraton-Chicago Hotel 


Dr. Earl G. Kaplan 
14608 Gratiot Ave., Detroit 5, Mich. 


Region Six 
(Colo., Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 
Minneapolis, Minn., May 25-27, 1962 
Hotel Raddisson 
Dr. W. J. Olson 
$22 Midland Bldg., St. Paul, Minn. 


Region Seven 
(Idaho, Mont., Ore., Wash., Wyo.) 


Region Eight 
G&G. N.S: Ss. €., Va, WW. Vad 
Region Nine 
(Florida) 
Joy E. Adams 
401 Florida Natl. Bank Bldg. 
St. Petersburg, Fla. 


Region Ten 
(Ala., Ga., Ky., Miss., Tenn.) 


Region Eleven 
(Ark., La., N. Mex., Okla., Texas) 
Dallas, Texas, June 21-23, 1962 
Sheraton Hotel 
Mr. C. J. M. Roesch, Ex. Sec. 
Chiropody Society of Texas 
107 Austin Savings Bldg., Austin, Texas 


Region Twelve 
Ariz., Cal., Nev., Utah) 
Las Vegas, Nev., May 25-26, 1962 
Flamingo Hotel 
Dr. S. J. Hoffman, Chairman 
585 S. Fairfax Ave., Los Angeles, Calif. 
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THEN YOUR NATIONAL 
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Mood Elevators 
Contributions to this column are more than 
welcome. In fact it depends upon them. A.O.P. 





Open and Shut Cases 


Some boast they have an open mind 
And often put on airs. 
Their open minds, I sometimes find 
Need closing for repairs. 
Question: To go to college or not. 

He had honors and degrees but was a 
failure financially. His grade schoo] class- 
mate was making plenty as a merchant. The 
college man asked his “dumb” classmate 
how he did it. “Trouble with you college 
boys,” was the answer, “all try to make 
Me, I buy for a 
dollar and sell for 3 dollars. Just 3 percent 
is all I try to make.” 


10 to 15 percent profit. 


A teacher says it is not right for parents 
to do their children’s homework, but aren’t 
you flattered that she thinks you can? 





“Honestly, Doctor, he is the hardest child on shoes! 
Signs: 
In front of a roadside home: 


Danger 
Bad dog and wife 


Restaurant in a small Southwestern town: 
Eat with us if it kills vou. 
money. 


We need the 





Awards for Research Papers 





The William J. Stickel Annual Awards 
for Research in Podiatry-Chiropody for 1962 


Sponsored by the 
Journal of the American Podiatry Association 
and 
The NAC Agency, Inc. 


Eighteenth Year of Awards 


Gold Award - $400.00 — Silver Award - $250.00 
Three Bronze Awards - each $75.00 








THE DREW AWARDS 


For research on the practical application of shoes to foot problems. 
Ist Award - $200.00 — 2nd Award - $150.00 — 3rd Award - $100.00 


Application forms, rules and regulations can be obtained from the Sec- 
retary. The final date on which papers will be accepted is May |, 1962. 
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STATEMENT OF OWNERSHIP 


STATEMENT REQUIRED BY IHE ACT Ol 
AUGUST 24, 1912, AS AMENDED BY THE ACTS 
OF MARCH 3, 1933, JULY 2, 1946 AND JUNE II, 
1960 (74 STAT. 208) SHOWING THE OWNER 
SHIP, MANAGEMENT. AND CIRCULATION OF 
JOURNAL OF THE AMERICAN PODIATRY 
ASSOCIATION, published monthly at Beston 9, 
Mass., for Oct. 1, 1961. 


1. Phe names and addresses of the publisher, 
editor, managing editor, and business managers are: 
Publisher. American Podiatry Association, 3301 16th 
St.. N.W., Wash. 10, D. C. Editor, A. Rubin, 
D.S.C., 3301 16th St.. N. W., Wash. 10, D.C 


Ya The owner is: (If owned by a corporation, 
its name and address must be stated and also imme 
diately thereunder the names and addresses of 
stockholders owning or holding | percent or more 
of total amount of stock. If not owned by a corpora- 
tion, the names and addresses of the individual 
owners must be given. If owned by a partnership 
or other unincorporated firm, its name and address, 
as well as that of cach individual member, must 
be given.) 


American Podiatry Association, 330) 16th St.. N. W., 
Wash. 10, D. C. Officers— (No stock): Dr. Robert 
Shor, President, 118 Santa Barbara Plaza, Los An 
geles, Calif., Dr. A. Rubin, Secretary, 3301 16th St. 
N. W., Wash. 10, D. C. 


3. The known bondholders, mortgagees, and 
other security holders owning or holding | percent 
or more of total amount of bonds, mortgages, o1 
other securities are: (If there are none, so state.) 
None. 


1. Paragraphs 2 and 3 include, in cases where the 
stockholder or security holder appears upon the 
books of the company as trustee or in any othe 
fiduciary relation, the name of the person or cor 
poration for whom such trustee is acting; also the 
statements in the two paragraphs show the affiant’s 
full knowledge and belief as to the circumstances 
and conditions under which stockholders and 
security holders who do not appear upon the books 
of the company as trustees, hold stock and securi 
ties in a capacity other than that of a bona fide 
owner, 


5. Lhe average number of copies of cach issue 
of this publication sold or distributed, through the 
mails or otherwise, to paid subscribers during the 
12 months preceding the date shown above was: 
(This information is required by the act of June 11 
1960 to be included in all statements regardless of 
frequency of issue.) 5,700 

(Signed) A. Rubin, D.S.C., Editor 

Sworn to and subscribed before me this 29th day 

of September, 1961. 
(Signed) Ethel B. Schaefer 
(Mv commission expires January |, 1963 


Wouldn't it be nice if all politicians were 
as energetic in discharging the duties ol 
office as they were in running for the job? 
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CLASSIFIED ADVERTISERS 

Advertisements not exceeding 30 words 
cost $4.00. Additional words 15 cents each. 

Commercial classified advertisements— 
minimum 30 words $20.00; 60 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


Fie 


SURGERY OF THE FOOT 
FOOT FACTS 
P. a) 


P.O. BOX 985 
MIAMI BEACH 39, FLORIDA 














Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 











FOR LEASE: Medical suite in new two- 
office Medical-Dental building. Excellent 
location in rapidly growing community. 
Office over 1,100 sq. ft., with air-condition- 
ing, adequate parking and carport for 
doctor. Dentist in other office. Write 303 
North East Street, Anaheim, Calif.—Pr. 2- 
0770. 


FOR SALE: Chiropody Equipment — 
Two Reliance Chairs (tilt type), Whirl- 
pool, McDowell Oscillator, 2 Surgery 
Lights, Medicine Cabinet, McCaskey Sys- 
tem Desk, Office Chairs. Best offer, f.o.b. 
Phoenix, Ariz. Write 1104, c/o A.P.A., 3301 
16th St., N. W., Wash. 10, D. C. 


FOR SALE: Fully equipped office, five 
rooms in professional building in White- 
stone, N. Y. New equipment, good lease, 
heavily populated area, excellent potential. 
All or part of equipment and all or part of 
office available. Call MUrray Hill 7-0764, 
Dr. Allan H. Goldberg, 13 Welwyn Rd., 
Great Neck, N. Y. 


PRACTICE FOR SALE: Brooklyn, New 
York. Well-established 
fully equipped, high net income, busy loca- 
tion. Leaving state. Write 1106, c/o A.P.A., 
$301 16th St., N. W., Wash. 10, D.C. 


ALOE X-RAY for sale: 6 years old in 
excellent condition. For details and picture 
writer Dr. Jack C. Thomas, 416 Law and 
Commerce Building, Bluefield, W. Va. 


(> Little 
2 Johnny 


3? Corefoot 


This new film strip can be presented 
to your grade school teachers 


for showing to grades 1 to 3—Teaches the 
youngsters about foot health. Kit contains 
film strip in cannister, teacher’s manual, 
50 take-home foot health cards, suggestions 
for distribution. Order from Washington 
office — each kit $2.50. Additional cards 
available at cost: $10.00 per 1,000, $5.50 
per 500, $1.25 per 100, 75¢ per 50. This 
film strip is composed of 30 frames in color 
with titles on Foot Health. 
Produced and Distributed by 
Audio-Visual Council 


10-year prac tice, 





American Podiatry Association 
on a grant-in-aid from 
Foot-So-Port Shoe Co. 











INSURE 
RECEIVING YOUR JOURNAL 
WITHOUT INTERRUPTION 
PAY YOUR DUES NOW 





“THE FINEST IN LIQUID LATEX” 
Extra-thick white (you can thin it with water) or 
more elastic yellow. One type will be right for any 
application. We also offer an especially ground 
Leather Flour and Granulated Cork. Write for free 
samples and prices. 


W. WOOLEY & CO. 
1915-CH North St., Peoria, Illinois 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 
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Be sure your cards and 
packages are signed, sealed 
> and delivered with 


- CHRISTMAS #% 
st 6 SEALS is 
TO FIGHT TB 


ANSWER YOUR CHRISTMAS 
SEAL LETTER TODAY 
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FOR RENT: 


Modern, air-conditioned, 
ground floor office in fine location. Free 
parking. Bay shore, Long Island, Tel. MO 
5-2062. Dr. Ralph L. Ueberall, 88 Fourth 
Ave., Bay Shore, N. Y. 


WANTED: To associate with established 
progressive podiatrist or purchase practice 
in the Greater Chicago Area. Recent gradu- 
ate with internship in foot surgery. Write 
1102, c/o A.P.A., 3301 16th St., N. W., 
Wash. 10, D. C. 


SETTLE ESTATE—-SALE: New equip- 
ment, used less than | year. Reliance Motor 


Chair, X-RM Deluxe Model, Hydro Unit, 


Burdick Ultra Sound and Stimulator, X-R 
View Box. Write Dr. P. ]. Costanzo, 406- 
10th St., Niagara Falls, N. Y. 


PROFESSIONAL OFFICE: 
and Nostrand Avenue, 
apartment house, 
conditioned. 


Avenue Y 
Brooklyn. New 
private entrance, air- 
NI 8-6986. Dr. Alvin V. 
Lyons, 2939 Avenue Y, Brooklyn 35, N. Y. 





An Authorized Binding 
for 
JOURNAL 
of the 


American Podiatry Association 


Arrangements have been made for subscribers 
to have their journals bound into distinctively 
designed books. 


Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.65 per volume. 


Bound journals serve as an immediate reference 
for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 


430 W. Erie St. 
Chicago 10, Illinois 
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CONSISTENTLY SUCCESSFUL IN RELIEVING 
DRY, ITCHY SKIN ] 




















® 
H. and iL 

STUDY 1 Prentice, eon : 

J. Amer. Pod. ‘ Abb 
Brest 1968. in foot soak @ >? 
satisfactory results in 89% of — a eneareniend iu 

ts; Sardo “lends itself admirably Hd rs 
comments: _ -podiatry prophylactic i — bath 















hirlpool bath, or as a 


either the W and as an after 


foot soak, 
treatment . -- INDICATIONS 









STUDY 2 — Steinberg, M.D.: eczematoid dermatitis 
J. Amer. Pod. Assn. 50:469, 1960. E : 
senile pruritus 


. : fissured heel 
satisfactory results in 85% of cases a ee 
comments: Sardo “tends to restore deficient 
natural lipid and to prevent ex- ; 
cessive evaporation of moisture varicose stasis 
which is an important cause of neurodermatitis 


dermal dryness, scaling and 
itching.” 





diabetic dry skin 


winter eczema 





SARDO releases millions of microfine water-miscible globules* which act to (a) lubri- 
cate and soften the skin, (b) replenish natural emollient oil, (c) prevent excessive 


evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 











DESIGNED WITH THE 


PODIATRIST (tn mino 


STi codal-Tamm 1 (-1ellot- lim =a l-leadgelallomm toll lolaal-lant 


As a service to the profession, The Birtcher Corporation has compiled collec- 
tions of medical journal reprints, including treatment data and case histories, 
plus detailed descriptives on the modality employed. These will be mailed you 
on request. Check the reprint collections you wish, detach the entire page and 
mail to The Birtcher Corporation. Demonstrations and free office trials will be 
arranged, if requested, through your local dealer. 


Check Here 
Check Here For For Reprint 


Demonstrations Collections MEGASON ULTRASONIC UNITS —3 MODELS 


All feature the exclusive 5-position adjustable transducer 
with the 5 CM? crystal so necessary for effective application 
in concave areas. 


CRUSADER SHORT WAVE DIATHERMY UNIT 
Especially adaptable to the practice of chiropody. 
Short wave diathermy produces heat deep within the tissue 
— the Crusader is short wave diathermy at its best. 








SPOT QUARTZ ULTRAVIOLET SPOTLIGHT 
For intense localized application of germicidal ultraviolet 
in treatment of fungus and infections. Available with 
Wood’s filter for diagnostic use. 





THE FAMOUS BIRTCHER HYFRECATOR * 
More than 150,000 of these time-saving ever-ready instru- 
ments are in daily use throughout the world for technics of 
desiccation, fulguration and bi-active coagulation. 








THE BLENDTOME ELECTROSURGICAL UNIT 
For more extensive electrosurgery the Blendtome provides 
tube circuit cutting, spark-gap coagulation and a blend of 
both for any degree of hemostasis. 


THE VIBRA-BATH HYDROTHERAPY UNIT 
Provides a new and different hydrotherapy action. Millions 
a | | of tiny warm air bubbles impinge on the area being treated, 
controlled to any intensity. 


ALL OF THE ABOVE ARE AVAILABLE ON THE EXCLUSIVE NEW BIRTCHER LEASE PLAN 


check the reprints and demonstrations desired, detach entire page and mail to: 


THE BIRTCHER CORPORATION 
Department JP 1161 
4371 Valley Boulevard, Los Angeles 32, California 


() Send me the reprints and arrange the demonstrations checked above. 
Cj Include details on the new money-saving Birtcher Lease Plan. 


Dr... 
Address 


City Zone State 


DETACH ENTIRE PAGE ee 











